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It is a great honor to be asked to give the Rus- 
sell D. Carman Memorial Lecture before this So- 
ciety. One does not have to have been a friend of 
Dr. Carman or even to have known him personally 
in order to be influenced by his great contribution 
to radiology, and indeed to medical practice gen- 
erally. His work was the foundation of gastroin- 
testinal roentgenology, which in turn is the main- 
stay in the diagnosis of diseases of the gastrointes- 
tinal tract. Many eminent radiologists have given 
this lecture in years past, and it is with a sense of 
great humility that I follow in their path. I have 
chosen as the subject of my remarks today “The 
Roentgen Diagnosis of Lesions of the Urinary 
Tract.” 


LTHOUGH there are times when the roent- 
gen findings in disorders of the urinary tract 
seem unequivocal, it is wise to consider all of the 
other data, i.e., history, clinical examination, lab- 
oratory findings with the roentgen examination, 
before arriving at a final impression. Radiologists 
must always be willing to discuss the clinical find- 
ings with the urologist, surgeon or internist, and 
vice versa, and an attempt should be made to rec- 
oncile all the data. In other words, the radiologist 
should try to be as much a practitioner of medicine 
as his consultants and confréres in appreciating 
the significance of nonradiologic data. In my 
presentation this afternoon I shall avoid technical 
details and confine my remarks and illustrations 
to clinical and roentgen entities. 





The Russell D. Carman Memorial Lecture presented at the an- 
nual meeting of the Minnesota State Medical Association, Saint 
Paul, Minnesota, May 9, 1949. 
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THE ROENTGEN DIAGNOSIS OF LESIONS OF THE URINARY TRACT 


H. DABNEY KERR, M.D. 
Professor of Radiology 
University of lowa Medical College 
Iowa City, Iowa 


There are so many conditions of the urinary 
tract that can be identified or suspected by the 
roentgenographic appearance that it is obviously 
impossible to discuss or depict them all in one 
short hour. J inave, therefore, selected such con- 
ditions as I thought would interest you and crave 
your indulgence for what may appear to be gross 
omissions. 

Kidney 

In the diagnosis of renal lesions, one can use 
in addition to the plain films either intravenous or 
retrograde pyelography. While it is true that 
intravenous urography has been of distinct advan- 
tage in the diagnosis of lesions of the urinary 
tract, it should rarely be taken as the sole criterion 
in arriving at diagnoses of pathologic conditions. 
It is much more valuable in ruling out disease 
when the findings are normal than in establishing 
a diagnosis from apparently abnormal findings. 
We, therefore, prefer to have retrograde pyelo- 
grams whenever possible, and to correlate the ap- 
pearance with the clinical data. This correlation 
is of paramount importance and no radiologist 
should be satisfied with seeing only the films. 

It is trite to say that in order to recognize the 
abnormal, one must have a broad knowledge of 
and acquaintance with the “normal” and its varia- 
tions. One of the most common sites of such ana- 
tomic variation is the renal pelvis and calices. 
This variation shows itself in the number and 
size of the calices, the size and shape of the pelvis 
and of the calycine infundibula. Pelvic anomalies 
vary from a suggestive bifid pelvis to a double 
pelvis and ureters. 
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Duplex kidney is a rather common anomaly 
which is easily recognized when both pelves are 
visualized. If only the lower is seen, however, the 
diagnosis is not so obvious because this pelvis 





(A) Duplication of pelvis and calyces of right kidney. 
(B) Hypoplastic left kidney with pelvis somewhat distended. 


Fig. 1. 


closely resembles a normal single one. Careful in- 
spection may indicate renal tissue which cannot 
drain into the visualized pelvis, and then an upper 
pelvis should be sought. Occasionally it cannot be 
found,. although it may be infected and be the 
cause of a long period of poor health. Sometimes 
one or the other of the ureters may end in a 
blind pouch with little or no renal tissue visible. 
When no kidney is visualized on one side, one 
must keep in mind the possibility of ectopic kid- 
neys. Such kidneys may be of the crossed or un- 
crossed varieties. When crossed, close association 
of the pelves probably means fusion of the kid- 
neys. These kidneys may also be the site of hy- 
dronephrosis or stone. 


Horseshoe Kidney.—This anomaly is a fusion, 
usually of the lower poles of the kidneys, across 
the midline. There is incomplete rotation of the 
kidneys, and the pelves are anterior while the cal- 
ices point posterior. The axes of the pelves lie 
downward and medial instead of down and lat- 
eral as is normal. This condition may occasionally 
be suspected from the plain film. 


Simple Cyst.—This uncommon lesion is either 
serous or hemorrhagic. A single spherical cyst 
may arise in any portion of the kidney. These 
lesions are usually large when discovered and pye- 


1078 


lographically cause smooth compression of adja- 
cent calices. Occasionally they are large enough to 
cause downward displacement of the entire kid- 
ney. It is important to keep in mind that they 
may be exactly simulated by cysts which con- 
tain carcinoma and that the malignant and non- 
malignant cysts cannot be differentiated roent- 
genographically. They must, therefore, all be at- 
tacked surgically as though they were malignant. 


Polycystic Kidney.—As the name implies, in 
this condition the kidneys are the sites of mul- 
tiple cysts. The condition is bilateral, familial and 
congenital. In the stage in which they are usually 
seen, there are bilateral abdominal masses. The 
renal shadows are grossly enlarged, the calices 
are distorted, compressed and elongated and there 
is relative decrease in the size of the pelvis. Ex- 
cretory urograms are unsatisfactory because func- 
tion is poor. Bilateral examinations should always 
be done because the deformity may closely re- 
semble a malignant neoplasm. A hypoplastic kid- 
ney is essentially of normal configuration, but the 
pelvis and calices are smaller than normal. With 
retrograde pyelography, the pelvis is somewhat 
dilated because its presence is usually unsuspected. 


Renal Calcyli.—Renal calculi are ordinarily vis- 
ualized because of their content of calcium in the 
form of carbonate, oxalate or phosphate. They 
may also contain other urinary constituents such 
as uric acid, xanthine, cystine, the urates and cel- 
lular debris, but the resultant “stones” will then 
probably be radiolucent. Renal calculi are most 
commonly unilateral, although they may occur on 
both sides. The first roentgen examination in 
cases of suspected renal calculi should be a plain 
film. This must be of excellent quality if small 
stones are to be found. Retrograde studies may 
be valuable in determining the presence or absence 
of renal damage, but it must be remembered that 
these opaque pyelograms will obscure an opaque 
calculus. Stones free in the pelvis tend to be 
spherical while those in the calices may be flat or 
conform to the space which contains them. Cal- 
culi of low density may be discovered because 
they displace the opaque medium or if an air 
pyelogram is made they will stand out in contrast 
to the air. Stones are a frequent cause of renal 
damage both when in the kidney and when they 
cause ureteral blocking. As intracalycine calculi 
grow, they may completely fill the pelvis and cal- 
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ices and form a staghorn or coral calculus which 
renders the kidney relatively functionless. How- 
ever, continued growth of a calculus means that 
some renal function has been maintained. 


The calcium oxalate stone has a characteristic 
“mulberry” appearance and can be recognized on 
the film. Small groups of stones in the parenchy- 
ma are frequently indicative of a calycine diver- 
ticulum. These are outpouchings of the mucosa 
of a calix. Multiple renal stones are not too un- 
common but they are rarely facetted. When they 
are facetted and especially when they lie on the 
patient’s right side, they must be distinguished 
from gall stones, pancreatic stones, et cetera. Dif- 
fuse and rather generalized deposits of calcium 
throughout the kidneys (nephrocalcinosis) may 
occur as a part of the picture of hyperparathyroid 
disease or excessive intake of calcium and vitamin 
D. Also any factor which causes necrosis of the 
renal tissue may lead to amorphous calcific de- 
posits in the kidneys. These conditions may be 
infectious or toxic from such substances as mer- 
cury or uranium. 


Renal Infections (Nontuberculous).—The kid- 
ney is not infrequently the site of acute inflam- 
matory lesions. Pyelitis without nephritis probably 
never exists independently for more than a very 
short time so that the term pyelonephritis is prob- 
ably a better general term. The condition seems 
to be brought about mainly by a blood-borne in- 
fection, although ascending infection through the 
ureteral lymphatics either before or after catheter- 
ization appears to be a definite etiologic factor in 
some cases. Infection through the blood stream 
is due most commonly to the staphylococcus while 
either the colon bacillus or the staphylococcus may 
be the causative organism in the ascending variety. 

In the acute infections, the roentgenological evi- 
dence may be chiefly of a negative character, al- 
though definite pathologic changes may be seen in 
the pyelogram. Frequently excretory urograms 
show no evidence of renal function. In the blood- 
borne coccic infections, the pathologic changes are 
chiefly in the renal cortex, and these will not be 
evidenced on the retrograde pyelogram unless 
there is extensive breaking down of cortical tis- 
sue with communication of the abscesses with the 
pelvis. If the condition is suspected, it is better 
not to do retrograde pyelography. 

“Carbuncle” of the kidney usually arises sub- 
sequent: to a distant infectious process such as 
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osteomyelitis or furunculosis. If the lesion is sus- 
pected clinically because of leukocytosis, costo- 
vertebral angle pain and tenderness, only plain 
films should be made. These may show enlarge- 





Fig. 2. ; 
medial instead of inferolateral as is normal. 


(A) Horseshoe kidney. Axes of pelvis run infero- 
wee of pelvis and elongation of calyces in polycystic 
ment of the renal shadow and loss of visualiza- 
tion of the psoas border. With normal findings, 
however, the diagnosis can still be made from the 
clinical history, examination and laboratory data. 
Acute pyelitis frequently shows no pyelographic 
changes or perhaps only a little relaxation or mild 
dilation of the pelvis. Soon, however, there is a 
fuzzy outline of one or more of the calices with 
slight increase in size. 

As the pyelonephritis becomes chronic, more 
definite and characteristic changes are noted radio- 
graphically. The calices become blunted and more 
dilated and the infundibula or necks become pro- 
gressively narrowed. This is accompanied by 
more caliectasis and ureterectasis. 


In the late stages of the disease, it becomes ob- 
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vious that there is extensive renal damage, and 
with the development of large necrotic, infected 
pockets the condition becomes known as pyone- 
phrosis. This may also be the result of an infect- 
ed hydronephrosis. 

Perirenal or perinephritis abscesses may be sus- 
pected on the basis of one or more of several 
roentgen signs: (1) failure to visualize the psoas 
border, (2) scoliosis of the spine with concavity 
toward the affected side, (3) displacement and/or 
rotation of the kidney, (4) immobility of the kid- 
ney, (5) obliteration of the normal renal out- 
line, and (6) extravasation of the opaque mate- 
rial outside the kidney. Immobility of the kidney 
can be determined by fluoroscopy or by making 
exposures in deep inspiration and expiration on 
the same film. Occasionally, a colon bacillus in- 
fection in a patient with uncontrolled diabetes will 
present a picture of perirenal and intrarenal for- 
mation of gas. This can be recognized by the lin- 
ear and radiating shadows of decreased density. 


Renal Tuberculosis.—Tuberculosis of the kid- 
ney is usually a localized manifestation of a more 
generalized disease. Spread is probably through 
the blood stream from foci in the lungs, bone, et 
cetera. : The first detectable change to be noted on 
the pyelogram is a ragged appearance of one calix. 
This occurs only when the infection, which orig- 
inally was cortical or medullary, becomes closely 
associated with a calix. As the tubercle grows 
and causes more swelling, localized edema or scar- 
ring, one or more calices may be closed off and 
not be visualized, more and more calices are in- 
volved and a rough, irregular outline of the pel- 
vis and calices results. The pelvis is rarely en- 
larged. The ureter is involved fairly early in the 
process and becomes irregular, with areas of con- 
striction and dilatation which gives it a so-called 
beaded appearance. This is so constant that any 
“beaded” ureter is likely to be a concomitant of 
renal tuberculosis. 

As the disease becomes farther and farther ad- 
vanced, the kidney assumes the appearance of a 
pyonephrosis, at which time the beading of the 
ureter may be the only feature distinguishing it 
from a nontuberculous process. 

Calcific deposits may follow the tuberculous ne- 
crosis and caseation, so that amorphous calcium in 
a kidney with any of the above characteristics is 
additional evidence of the tuberculous basis of the 
findings. 
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In the most advanced and healing cases, there is 
partial calcification of the large tubercles into a 
lobulated whole. This is the stage of so-called 
“autonephrectomy.” When this occurs, the size 
of the visualized calcification is about that of a 
normal kidney. This point is helpful in distin- 
guishing it from calcific deposits in large renal 
tumors. 


Hydrone phrosis—Hydronephrosis is a dilata- 
tion of the renal pelvis and calices. In the early 
cases it is not easy to be sure that a hydronephrosis 
exists because of the possibility of overdistension 
of the pelvis at the time of making the retrograde 
pyelogram. In these cases an excretory pyelo- 
gram will give a more accurate impression regard- 
ing pelvic volume. Hydronephrosis can be caused 
by anything that obstructs the normal flow of 
urine anywhere along the urinary pathway from 
the calices to the urethra. The causes may be 
stones, new growths, kinks, aberrant vessels or 
strictures, either congenital or acquired. Congen- 
ital thickening of the musculature and connective 
tissue about the pelvic outlet is also said to be a 
common etiologic factor in the production of so- 
called congenital hydronephrosis. Aberrant blood 
vessels cause hydronephrosis by pressure on the 
ureter at the ureteropelvic junction. These may 
also be associated with a ureter that is placed ab- 
normally high. This position precludes proper 
drainage of the pelvis and tends, therefore, toward 
the production of hydronephrosis. As dilatation 
occurs, the kinking increases and thus a vicious 
circle is established. The enlargement in these 
cases may be huge. In the mild forms, there is an 
increase of the volume of the pelvis with gradual 
extension of the process to the calices, as indicated 
by blunting of the fornices. Further dilatation is 
made at the expense of the parenchyma. Local- 
ized caliectasis can be caused by a stone or by 
stricture of an infundibulum. If the lesion is dis- 
tal, the ureters may also show extreme degrees of 
dilatation. 


Moderate degrees of hydronephrosis whether 
infected or uninfected have practically the same 
appearance, but later as the condition becomes a 
true pyonephrosis the outlines become hazy and 
irregular. 


Dilatation during Pregnancy.—This is a normal 
finding and seems to be due to a combination of 
pressure of the growing fetus on the ureters and 
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an endocrine or hormonal effect of the pregnancy. 
This condition is frequently called “pyelitis of 
pregnancy,” but many times there is no infection. 
Involution begins as soon as the pregnancy is 
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The roentgen examination should consist -of 


plain films, retrograde pyelograms in the antero- 
posterior projection, and other views, such as lat- 
erals or obliques, as they are indicated. The pye- 





Fig. 3. Hydronephrosis. (A) Mild. 
(B) “Congenital” from aberrant vessel. 


terminated. Repeated pregnancies appear to pre- 
dispose to increased dilatation, but infection prob- 
ably plays its part in the residual dilatation. 


Renal Neoplasm.—In no other condition of the 
kidney is it so important to make an early diag- 
nosis as in malignant neoplasms. In suspected 
cases, retrograde pyelography should always be 
done because in no other way can as good visual- 
ization be obtained. There is no single “typical” 
picture of a renal cortical tumor because the 
changes produced depend upon its site of origin, 
its relationship to the pelvis and calices and its 
method and direction of growth. These tu- 
mors comprise about 90 per cent of the primary 
renal tumors of adults, are three times as com- 
mon in men and appear most frequently in the 
fifth and sixth decades. The commonest symptom 
is hematuria which may be intermittent or con- 
tinuous, slight or hemorrhagic in character. A 
mass is frequently found and pain is common. 
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(C) Moderately extensive from obstruction. 
(D) In pregnancy. 


lographic changes will be those caused by the 
growth of the mass. This will cause pressure de- 
fects or filling defects in the contrast medium. A 
single calix may be deformed, calices may be sep- 
arated or encroached upon and the kidney may be 
enlarged in whole or in part. A not infrequent 
finding is the so-called “spider leg” deformity 
which may resemble a polycystic kidney. Calcifi- 
cation is a fairly common accompanying finding 
with renal neoplasms and occurs in about one- 
third of the cases. The more advanced lesions 
with necrosis are more prone to show these cal- 
cific deposits. They occur most commonly as 
amorphous flecks scattered throughout the tumor, 
although larger masses may be seen. It has been 
said that any “crazy” pyelogram, i.e., any that 
does not suggest a definite entity, should be 
looked upon with suspicions of a malignant renal 
neoplasm in mind. 

Pelvic neoplasms are not nearly so common as 
the cortical group. They may, of course, be be- 
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nign in character, but any lesion of the pelvis 
which is not a stone should be regarded with frank 
suspicion. These may show as filling defects in 
an otherwise normal pelvis or they can be detected 





Fig. 4. Renal calculi. (A) Small single stone at tip of 
catheter. 

(B) One kidney in nephrocalcinosis due to hyperparathyyroid. 

(C) Coral or staghorn calculus. 

(D) Epithelial detritus or cholesteatoma visualized against air 
injected into renal pelvis. 


by air pyelograms. Most commonly, however, 
when they are first seen they are extensive and 
have already grossly deformed the pelvis and in- 
vaded the parenchyma. The most common malig- 
nant tumor of the kidney in childhood is the 
Wilms’ tumor or embryomal adenomyosarcoma. It 
is usually found by the mother and presents as an 
abdominal mass in a child who is ill and listless. 
Hematuria is uncommon. Films of the abdomen 
show a large soft tissue mass and pyelograms 
show renal displacement and pelvic distortion. 

Metastatic lesions to the region of the renal 
pedicle, particularly from testicular neoplasms, 
may masquerade as primary tumors. Correlation 
of clinical data is of the utmost importance in 
these cases. 


Blood Clots——With renal bleeding from any 
cause (and almost any renal lesion may be ac- 
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companied by small amounts of blood) clots may 
form in a calix or pelvis. These must be differen- 
tiated from non-opaque stones and tumors of the 
pelvis or parenchyma. Their presence is indicated 
by a filling defect in the opaque medium. Due 
either to a shrinkage of the clot or distention of 
the calix, the defect caused by the clot is sur- 
rounded by the opaque material. The apparent 
extent of involvement by tumor is increased 
when blood clots are present. 


Ureter 


The ureter is not the site of as many pathologic 
conditions as is the kidney. 


Congenital Anomalies.—These consist mainly 
of duplication and are usually a concomitant of a 
bifid or double kidney. The two ureters on one 
side may unite at any height, enter the bladder 
separately or one may empty into the urethra. 
One importance which may be attached to the 
anomaly of complete duplication of a ureter is 
that only one orifice may be found and consequent- 
ly a second kidney, which may be the site of an 
active or recurring infection, may not be dis- 
covered, 


Calculi—Ureteral calculi are practically always 
found in the kidney and pass into the ureter. 
From here they may pass into the bladder or they 
may remain in the ureter and cause urinary ob- 
struction. They may even grow to large size and 
cause complete destruction of the kidney with hy- 
dronephrosis and hydroureter. It is, therefore, 
important to localize a stone in the ureter even 
though it is small. Films of good quality are of 
great importance to this end. These calculi may 
be confused with (1) phleboliths, (2) calcific 
arterial plaques, (3) transverse vertebral process- 
es, (4) calcified lymph nodes, (5) detached verte- 
bral osteophytes and (6) artefacts produced by 
blemishes on the intensifying screen. Calculi in a 
ureter may be multiple but are ordinarily single. 

As noted above under tuberculosis of the kid- 
ney, the ureter frequently shows “beading” or al- 
ternate points of constriction and dilatation. In 
far-advanced cases of renal disease, this may be 
the only indication that the condition in the kidney 
is tuberculous. 

Primary neoplasms of the ureter are rare, but 
implants from tumors of the renal pelvis are not 
uncommon. They cause a ragged appearance 
when the ureter is filled with an opaque medium. 
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Fig. 5. (A) Chronic pyelonephritis with narrowing of infun- 
dibula. 


(B) Elevation and rotation of kidney with compression of 
lower calyces from perinephritis abscess. 


(C) Early tuberculosis showing distortion of calyces in upper 
pole with formation of small abscess. 


_ (D) Late renal tuberculosis with so-called autonephrectomy, 
i.e., “putty” kidney. 


Any condition which causes obstruction of the 
ureter will cause its dilatation. These conditions 
may be congenital and acquired stenoses, calculi, 
benign or malignant neoplasms or infection. The 
condition is generally, therefore, the result of a 
process elsewhere. 

Ureterocele shows a bulbous protrusion from 
the lower end of the ureter into the bladder and 
can be visualized by either opaque or air cysto- 
grams. It may also contain stones. 


Bladder 


The best way to examine the bladder, perhaps, 
is visually through the cystoscope. There are 
many times, however, when additional information 
may be secured by a good roentgen examination. 
This consists of (1) a plain film, (2) an opaque 
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Fig. 6. Various types of renal neoplasm. 


cystogram and (3) an air cystogram. Done care- 
fully, this last type of examination is without 
danger of causing air emboli. 

The normal bladder may be spherical or ovoid, 
and its size depends somewhat on the distention. 
An impression in the upper surface from the uter- 
us is not infrequently seen in women. 

Occasionally a fluctuant mass is present in the 
inguinal region when the bladder is full, but this 
mass disappears or shrinks on voiding. This event 
should arouse the suspicion of an inguinal cysto- 
cele or vesical diverticulum in an inguinal hernia. 
It can be found best with the aid of an opaque 
cystogram. 

Exstrophy of the bladder is indicated by a wide 
separation of the pubic arch, but of course a ra- 
diograph is unnecessary to diagnose the condition. 
It is interesting to note, however, that epispadias 
is also accompanied by the same osseous malde- 
velopment. 
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Fig. 7. (A) Ureteral calculus. 
(B) Ureterocele with calculi. 
(C) Scarred, calcified ureter with renal tuberculosis. 


(D) Neoplastic involvement of ureter secondary to carcinoma 
of renal pelvis. 


Calculi.—Calculi in the bladder are common and 
vary from very small to large stones. They are 
usually ovoid and are not uncommonly multiple. 
Facetted stones are infrequently seen, however. 
Ordinarily, vesical calculi contain sufficient cal- 
cium in one form or another to show on a plain 
radiograph, but if they are of low density they 
will show best on an air cystogram. Uric acid and 
urate stones which are common in the bladder are 
best depicted this way. Opaque cystograms are 
likely to obscure any calculi. Occasionally a stone 
will form in a diverticulum and will then appear 
outside the visualized bladder. Oxalate stones 
have an appearance suggestive of a “jackstone” 
or “mulberry” and can be distinguished by their 
form alone. Foreign bodies introduced into the 
bladder of a sexual pervert may have stones form 
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Fig. 8. (A) Jack stone (oxalate) vesical calculus. 
(B) Inguinal cystocele, 

(C) Diverticula of bladder. 

(D) Fungating carcinoma of bladder. 


around them. Matches, vials, catheters and other 
articles may occasionally be found. Needles and 
sponges left in the abdomen or pelvis may also 
erode into the bladder. Under these circumstances 
a sponge may clinically and roentgenographically 
resemble a vesical neoplasm. The differentiation 
can usually be made on cystoscopy, however. 

The use of cystography for the detection of sus- 
pected placenta previa was an important contribu- 
tion to the subject. We prefer the air cystogram, 
and anteroposterior and oblique films seem to us 
to give the most information. The usual: width of 
the space between the fetal skull in the third tri- 
mester of pregnancy and the vesical wall is about 
one centimeter. A placenta previa will cause an 
increase in the width centrally or laterally in mar- 
ginal cases. 
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Infection.—This can best be detected by cystos- 
copy or by examination of the urine. In the rare 
case of cystitis emphysematosa, however, where 
there is gas beneath the mucosa, a plain radio- 
graph will graphically show the extent of the le- 
sion. 

Cord bladders are best depicted by visualizing 
also the prostatic urethra and vesicle neck. The 
vesical neck is conical due to relaxation of the in- 
ternal sphincter while the function of the external 
sphincter remains unimpaired. ” 


Neoplasms.—Neoplasms of the bladder can 
usually be seen satisfactorily through the cysto- 
scope, but their extent can frequently be better 
demonstrated with air cystograms in which the 
tumor is silhouetted against the air. 


Bladder Secondary to Urinary Obstruction.— 
Obstruction distal to the bladder may be from 
strictures, congenital or acquired, calculi, benign 
or malignant neoplasms, neurogenic dysfunction, 
valves, bars, et cetera. The first visible change is a 
roughening of the vesicle outline caused by hyper- 
trophy of the muscular fascicles. The mucosa is 
later pushed between the muscle bundles, and cel- 
lules or small diverticula appear. These may en- 
large to almost any size, even larger than the blad- 
der itself. A large diverticulum may displace the 
bladder and of itself cause dysuria, or it may con- 
tain calculi or be the site of a neoplastic growth. 


Prostatic or Posterior Urethra.—Examination 
of this portion of the urethra by the roentgen ray 
does not and should not displace the use of the 
cystoscope, urethroscope or examining finger, but 
it frequently adds to the information that can be 
obtained by the conventional methods. 

In our experience, roentgen examination of the 
vesical neck should consist of at least an antero- 
posterior opaque cystogram and an oblique film 
with air in the bladder and an opaque jelly in the 
urethra. These films give information regarding 
the relative enlargement of the lateral lobes and 
the posterior commissure and whether or not there 
is enlargement of the subcervical node of Albar- 
ran. The visualization of the urethra gives infor- 
mation relative to the adequacy of the urinary 
pathway and whether or not there is probable neo-_ 
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Fig. 9. (A) Normal cystourethrogram. 

(B) Carcinoma of prostate showing constriction of prostatic 
urethra. 

(C) Benign hyperplasia of prostate with angulation and wid- 
ening of urethra, 

(D) Same patient showing funneling of vesical week after 
transurethral resection. 


plastic involvement of the prostate. One of the 
main values of cystourethrography is in demon- 
strating the adequacy of the urinary pathway fol- 
lowing resection for benign prostatic hyperplasia 
or carcinoma. 

Other abnormalities of the urethra such as con- 
genital valves, and strictures, inflammatory and 
traumatic strictures, abscesses, fistulas, et cetera, 
can be demonstrated on films after the injection of 
opaque material. The infrequent stone can also be 
demonstrated on a plain film. 


Conclusions 


Roentgen ray examination of the urinary tract 
is a valuable and frequently an indispensable meth- 
od of determining the type and extent of patho- 
logic processes which involve this system. 
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CLINICAL ASPECTS OF THE MANAGEMENT OF ENDOMETRIOSIS 


CARL P. HUBER, MLD. 
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HE SYMPTOMS of endometriosis are char- 

acteristic. They may appear at any time dur- 
ing the reproductive age period but most fre- 
quently after the age of thirty. Endometriosis 
occurs more commonly in individuals who have 
not been pregnant or after a period of several 
years without conception. The characteristic 
symptom is pain associated with the menstrual 
periods. It is typically progressive in severity and 
gradually antedates the period by a longer inter- 
val until the patient complains of pain during the 
second half of the cycle and throughout the 
menstruation. In advanced cases, some pain may 
be present all of the time but is exaggerated as the 
menstrual period approaches. Many patients with 
endometriosis show a disturbance of the menstrual 
cycle with profuse and prolonged periods or oc- 
casionally with irregular bleeding episodes. 

The physical findings are also readily recognized 
and include the demonstration upon pelvic ex- 
amination of fixed nodular, often cystic, adnexal 
masses associated particularly with nodulation in 
the posterior cul-de-sac, sacro-uterine ligaments, 
and the posterior surface of the uterus, Super- 
ficially located nodules of endometriosis may be 
the source of external bleeding, and thus confirm 
a suspected diagnosis. These may be encountered 
in the abdominal wall, the inguinal canal, the 
cervix, the vaginal vault, the rectovaginal septum, 
or on the vulva. Gross inspection within the pelvis 
of a patient who has endometriosis reveals the 
characteristic scarred, blood-filled discolored 
islands of endometriosis which are considered 
diagnostic. 

The diagnosis of endometriosis is easy. Let me 
illustrate by the following case report: 

Case 1—R. W., a thirty-eight-year-old woman, was 
admitted to the hospital on March 8, 1949, and dis- 
charged on March 19, 1949. 

Chief Complaint: Lower abdominal discomfort. 

Present Illness: She had suffered pain during the past 
year. Dysmenorrhea had always been present but had 
increased in severity in the past few years. Menstrual 
periods had been regular at thirty-day intervals, lasting 
Presented in Symposium on Endometriosis at the annual meet- 
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three days. She had had an acute episode with severe 
abdominal pain and distension a year ago, at which 
time she had been hospitalized and a left adnexal mass 
had been described. She had been married eight years 
and had never been pregnant. 

Physical Examination: The patient was obese, the 
perineum intact, the cervix posterior, with the body 
of the uterus forward, normal in size and limited in 
mobility. A fixed cystic mass about 8 cm. in diameter 
was palpable in the region of the left ovary. 

Laboratory: The urine was normal. Hemoglobin was 
13 gm.; white blood cell count, 8,500, with a normal 
differential. 

Operation: A left salpingo-odphorectomy was done. 
The tube and ovary formed a mass adherent to the pos- 
terior surface of the broad ligament, extending from 
the lateral pelvic wall to the uterine horn. Upon the 
surfaces of the mass there were a number of hemor- 
rhagic areas, and during the dissection small blood- 
filled locules were opened. Inspection deep in the cul- 
de-sac revealed some old blood with surrounding scar 
tissue producing fixation to both the rectum and the 
posterior surface of the uterus. 

Pathological Report: Cystic ovary with tubo-ovarian 
adhesions. The blood-filled spaces as well as the tissue 
removed from the posterior cul-de-sac contained degen- 
erated chorionic villi. 

Final Diagnosis: Ectopic pregnancy, old. Residual 
inflammatory disease. Cystic ovary. No evidence of 
endometriosis. 


This patient exhibited all of the characteristic 
symptoms and physical findings of endometriosis, 
and at laparotomy the gross appearance of the tis- 
sue confirmed that diagnosis. Actually, then, the 
diagnosis of endometriosis is often a difficult one 
to make. In many instances the history is sug- 
gestive but characteristic physical findings are ab- 
sent. In other instances the patient may give no 
history of pain and still have a well-developed en- 
dometriosis. The possibility of endometriosis 
should be considered whenever either the history 
or physical findings suggests its presence. The 
frequency with which the diagnosis is correctly 
made will depend upon the routine consideration 
of this possibility and careful investigation of all 
patients with obscure pelvic complaints. 

Pain is frequently the predominating symptom 
and may be difficult to evaluate, particularly when 
it is out of proportion to the physical findings. 
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This situation is illustrated by the following case 
report: 


Case 2—E. C., a forty-one-year-old woman, para 2, 
gravida 2, was admitted to the hospital on March 4, 
1949, and was discharged on March 31, 1949. 

Chief Complaint: Abdominal pain. 

Present Illness: Intermittent cramping pain in the 
right lower quadrant had had its onset a year prior to 
admission. The pain had been associated with menstrual 
periods and had been increasing in severity. In recent 
months the pain had been continuous. Intermenstrual 
spotting had been present for the two months prior to 
admission, Otherwise the menses had been regular at 
twenty-eight to thirty day intervals, lasting three to five 
days. There had been no change in the character of the 
flow. The referring physician had administered peni- 
cillin for three weeks antedating admission, with no re- 
lief of pain. 

Past History: A thyroidectomy had been performed 
four years previously for a toxic goiter. Appendectomy 
and a left oophorectomy had been performed thirteen 
years previously. 

Physical Examination: There was localized tender- 
ness in the right lower quadrant. The outlet was parous, 
with adequate support. The cervix was posterior, and 
the body of the uterus was forward, rather large and 
limited in mobility. The left adnexa were not palpable, 
but there was a sense of resistance in the right adnexa, 
with fixation and an indefjnitely outlined mass. 

Laboratory: The urine was normal. The hemoglobin 
was 13.5 gm.; white blood cell count, 7,300, with a normal 
differential. 

Operation: Dilatation and curettage were done, with 
conization of the cervix, right salpingo-odphorectomy, 
left salpingectomy, and subtotal hysterectomy. 

Pathological Report: Endometriosis of tube and ovary. 
Leiomyomata of the uterus. Chronic cervicitis. 

Course: The patient was discharged on the tenth post- 
operative day in good condition, only to be readmitted 
two days later with a small bowel obstruction. A 
Miller-Abbott tube failed to relieve the obstruction. 
Laparotomy revealed a loop of small intestine adherent 
in the pelvis. Subsequent course was uneventful. 


Abnormal bleeding may be the predominate 
symptom of endometriosis. Bleeding may. occur at 
an age period when other causes for bleeding are 
more frequently encountered. This situation is 
illustrated by the following case report: 


Case 3—M. U., a forty-nine-year-old woman, para 2, 
gravida 2, was admitted on April 27, 1949, and dis- 
charged on May 7, 1949. 

Chief Complaint : Excessive vaginal bleeding. 

Present Illness: There had been hypermenorrhea dur- 
ing the past two and a half years, increasing in amount 
in the last six months. There had been irregular bleed- 
ing for three months. Dysmenorrhea had always been 
present and had recently increased in severity. 
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Past History: The latter of two deliveries had occurred 
eighteen years previously. Bilateral -salpingectomy had 
been performed twelve years ago. 

Physical Examination: The parous outlet showed a 
mild relaxation. The cervix was posterior. The corpus 
was slightly enlarged with bilateral fixed adnexal masses 
adherent on the posterior surface of the broad ligaments. 
Fixation extended into the cul-de-sac. On the anterior 
lip of the cervix was a bluish nodule 3 mm. in diameter. 

Laboratory: Urine was normal. The hemoglobin was 
7.3 gm.; red blood cell count, 2,900,000; white blood cell 
count, 8,000, with a normal differential. 

Operation: Dilatation and curettage were done, with 
conization of the cervix, subtotal hysterectomy, and bi- 
lateral odphorectomy. 

Pathological Report: Endometriosis of the cervix and 
both ovaries, with multiple bilateral chocolate cysts. 
Normal uterus, chronic cervicitis. 


Surgical procedures are often the most satis- 
factory solution for patients with endometriosis. 
The importance of conservative surgery cannot 
be overestimated. Conservation of the child- 
bearing function is indicated whenever pregnancy 
is desired although relatively extensive processes 
may be present. The following case report dem- 
onstrates the possible result in such situations: 


Case 4.—P. S., a thirty-six-year-old woman, para 0, 
gravida 0, was seen in September, 1942. 

Chief Complaint: Right lower quadrant pain. 

Present Illness: Attacks of right lower quadrant pain 
had occurred during the past year, usually during the 
week preceding the menses. There had been moderate 
dysmenorrhea with little increase in severity. Menses 
had been regular, of the twenty-eight day type, lasting 
four days. She had been married for six months. 

Past History: General health had been good. 

Physical Examination: The perineum was intact, the 
cervix posterior, the corpus forward, and small leiomyo- 
mata were palpable. The right ovary was enlarged, 
forming a firmly fixed mass, 6 to 10:cm. in! size. 

Operation: A right salpingo-odphorectomy was per- 
formed, and three subserous leiomyomata were removed 
from the uterus. A routine appendectomy was also per- 
formed. 

Pathological Report: Endometriosis of tube and ovary, 
with chocolate cysts. Multiple leiomyomata. Normal 
appendix. 

Subsequent Course: Spontaneous abortion occurred at 
four and a half months’ gestation, with the cause un- 
known, on September 18, 1943. A term delivety of a 
normal infant occurred on December 14, 1944. Ex- 
amination one year post partum showed an enlargement 
and fixation of the left ovary, with tenderness behind the 
cervix. 


Even though patients such as this may require 
subsequent pelvic operation, less radical proce- 
dures are certainly justified. In many instances 
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subsequent operations are not necessary. The 
possibility of pregnancy occurring after resection 
of even extensive unilateral masses cannot be de- 
nied. When involvement is predominately unila- 
teral, subsequent pregnancies are quite frequent. 

Endometriosis does occur in young individuals 
in whom there has been no preceding infertility. 
This is illustrated by the following case report: 


Case 5.—H. C., a twenty-three-year-old woman, para 1, 
gravida 1, was seen on March 14, 1949. 

Chief Complaint: Pain accompanying periods. 

Present Illness: A normal pregnancy with delivery had 
taken place three and a half years previously. There 
had been no previous infertility. Pregnancy had been 
desired during the past year. Her general health had been 
good. Severe cramping, rectal pain had accompanied her 
periods during the past year and a half. Menses had been 
regular, at twenty-six to twenty-eight day intervals, last- 
ing five days and with normal flow. 

Physical Examination: There was good perineal sup- 
port. The cervix was posterior, the corpus forward 
and normal in size. The right ovary was large, cystic and 
fixed. The left ovary was normal. Severe tenderness 
was present on the left and behind the cervix, and was 
exaggerated by moving the cervix. There was a fixed 
tender nodule, palpable on rectal examination, in the 
region of the left sacro-uterine ligament. 


Clinical Diagnosis: Endometriosis. . 


Although this diagnosis has not been proven, 
it is certainly to be strongly suspected. A patient 
such as this presents a very definite problem and 
one which may be difficult of solution. If the pre- 
sumptive diagnosis is correct, the chance of preg- 
nancy occurring is minimal. A prolonged period 
of observation is not indicated. If the desired 
pregnancy does not occur in a few months, sur- 
gical exploration and resection of the endome- 
triosis is the recommended procedure. 


The medical management of endometriosis is at 
best temporary and unpredictable. Two types of 
hormonal therapy have been suggested and some 
good results have been reported following each. 


The use of male sex hormone is based upon its 
recognized effectiveness in producing atrophy of 
endometrial tissue. This occurs in the extra- 
uterine endometrium as well as in normally located 
endometrium. A decrease in symptoms may well 
follow its administration, but it is to be expected 
that activity of the endometrial nodules will occur 
with the resumption of ovarian activity following 
cessation of its administration. Masculinization 
may be produced by the prolonged administration 
of an amount of testosterone sufficient to produce 
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alleviation of symptoms and decrease in size of 
masses. This is important and cannot be pre- 
dicted. In order to decrease this possibility, dos- 
ages should certainly be less than 150 mg. per 
month. 


The other type of hormonal therapy that has 
been suggested is the administration of stilbestrol. 
The use of stilbestrol is based upon the occasional 
observation of improvement of endometriosis dur- 
ing the course of pregnancy and upon its known 
ability to control bleeding. It is doubtful whether 
permanent cessation of function in endometrial 
nodules can be produced without at the same time 
interfering with the ovarian cycle. Insufficient 
data is available at present to justify conclusions 
concerning this type of therapy. There is, how- 
ever, no evidence of any permanent damage as- 
sociated with its exhibition. 


Irradiation is another type of therapy which 
may be successful. Unquestionably sufficient ir- 
radiation to stop ovarian function will be asso- 
ciated with the cessation of symptoms and atrophy 
of the nodules of endometriosis. This amount of 
irradiation therapy is less desirable in many in- 
stances than surgical removal, particularly when 
incomplete surgical removal can preserve ovarian 
function and and the child-bearing capacity. Ir- 
radiation may, however, offer a satisfactory ap- 
proach to the problem in those instances in which 
extensive endometriosis makes surgical removal 
technically hazardous. It may also prove to be a 
satisfactory type of treatment for those patients 
in whom previous operative procedures have been 
followed by recurrence of symptoms and continued 
growth of the endometriosis. It is recommended 
as satisfactory treatment in patients in whom en- 
dometriosis has involved the bowel and in most 
reports is considered preferable to bowel resec- 
tion. In a number of reported patients amounts 
of irradiation insufficient to produce permanent 
cessation of ovarian function have been followed 
by satisfactory results. On the bases of these re- 
ports and the frequency with which pregnancy has 
followed such therapy, this possibility should be 
seriously considered. 


It is to be noted that in none of the four pa- 
tients reported was the uterus retroverted. The 
frequency with which a retroversion of the uterus 
is encountered in patients with endometriosis does 
not mean that it is necessarily a factor in the 
production of endometriosis. The retroversion 

(Continued on Page 1093) 
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SURGICAL ASPECTS OF THE MANAGEMENT OF ENDOMETRIOSIS 


RALPH E. CAMPBELL, B.S., M.D., F.A.C.S. 
Madison, Wisconsin 


HE TREATMENT of endometriosis is a real 

challenge to surgical judgment. Years ago, 
radical operations were performed in essentially 
all cases of adenomyosis and endometriosis, in- 
cluding frequent bowel resections. Finally it was 
observed that these lesions were influenced by an 
ovarian hormonal stimulus. What was the result 
of this endocrine observation? Treatment was 
then directed toward ablation of ovarian function, 
either by surgical removal of the ovaries or by 
irradiation. 

For several years there has been no real con- 
tribution to the treatment of endometriosis. It 
has been known for years that ablation of ovarian 
function, either by surgical removal of the ovaries 
or radiation therapy to the ovaries, affects endo- 
metrial growth. However, I wish to emphasize 
that we are now in an era in which conservative 
treatment is being emphasized, and justly so, as 
the guiding principle in the treatment of this com- 
plication. 

The radical operation should mean, primarily, 
the removal of both ovaries, with or without 
hysterectomy, but including any other surgical 
procedures that may be necessary. The permanent 
ablation of ovarian function by irradiation in the 
treatment of endometriosis is radical. 

The conservative operation means the preserva- 
tion of ovarian tissue, associated with such other 
surgical procedures as deemed necessary. 


Treatment will depend upon the age of the 
patient, social and marital status, type and severity 
of symptoms, patient’s desire for children and the 
extent of thé lesions relative to both genital and 
associated pelvic organs. It is of prime import- 
ance that resection of one or both ovaries may be 
indicated and that the reduction in ovarian secre- 
tion and endometrial stimulation produces a fa- 
vorable therapeutic response in the endometriosis 
and symptomatic relief. The removal of one 
ovary with the resection of the remaining ovary 
may produce comparable results. 

In addition, it is significant that one-half or 

From the Department of Obstetrics and Gynecology, University 
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even one-third of an ovary maintained by a good 
blood supply is adequate to preserve the reproduc- 
tive function as well as have a favorable effect 
upon the endometriosis. Then, too, partial ovar- 
iectomy may improve fertility. 

A substantial statement to remember in the 
treatment of endometriosis would be: “The 
younger the patient, the more rigidly should con- 
servatism in treatment be carried out.” Women 
over forty years of age are best treated by either 
radical operation or radiation therapy. In this 
group it is probably better to err on the radical 
side. Under forty years of age, conservative treat- 
ment becomes a paramount consideration. 

Now let us take another aspect of the situa- 
tion, and recognize that this disease is unfor- 
tunately most common during the third and fourth 
decades of life when it is not desirable to do 
either a radical operation or irradiation on account 
of the interruption of ovarian activity, with its 
artificial menopause and the loss of child-bearing 
ability. 

The treatment of endometriosis is simple when 
the indications are clear for arresting the secre- 
tory function of the ovary, either by surgical re- 
moval of the ovaries or by the use of x-ray or 
radium. It must be admitted that uniformly good 
results are obtained when patients are submitted 
to radical treatment. However, in repetition, 
objections to this treatment are certainly found in 
the loss of menstrual function and child-bearing 
ability, and the psychic effect in a young woman 
may be catastrophic. 

Stevenson states so aptly, “Treatment of pri- 
mary endometriosis involves a contradiction be- 
tween what the surgeon would wish to do and 
what for various reasons he must do. His chief 
object is to relieve the patient of symptoms, chief- 
ly, pain and abnormal bleeding. In a smaller 
number of cases correction of sterility may be 
his chief object. In any event, he wishes to pre- 
serve her sex life. Yet the only certain cure, in 
light of present knowledge is the removal of 
ovarian tissue, which provides the impetus to 
menstruation and is the fundamental cause of the 
symptom complex.” I feel that the foregoing 
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quotation certainly summarizes, in part, the sur- 
geon’s dilemma when faced by the lesions of 
endometriosis. 

The previous statement as to treatment is con- 
tingent upon widespread involvement of the 
endometriosis, including all or any one of the 
following: the cul de sac, rectovaginal septum, 
regional pelvic organs, intestines, and peritoneum. 
Otherwise in widespread involvement, even 
though the patient may be young, ovarian resec- 
tion cannot always be done because ovarian identi- 
fication is impossible. 


Pregnancy is definitely reduced when this dis- 
ease'is present, but is sufficiently high to warrant 
conservatism in treatment, which includes sur- 
gery. Payne reported that 25 per cent of his 
married patients subsequently became pregnant 
following conservative operation. Counsellor re- 
ported 13 per cent, and Holmes, 12 per cent. 
Patients desirous of becoming pregnant should 
have conserative treatment because they can and 
do become pregnant. 


An emphatic warning may be given at this 
point, that the diagnosis may be difficult, both 
by digital examination and co-ordination of signs 
and symptoms, and frequently malignancy must 
be ruled out. Patients should not be treated 
blindly with irradiation or hormonal therapy or 
by any other treatment until a correct diagnosis 
is made. Certainly surgical exploration is pref- 
erable when there is any question as to diagnosis. 
A correct diagnosis can be established at the 
operating table, which certainly benefits both the 
patient and the surgeon and results in appropriate 
treatment. The peritonescope and culdoscopy may 
be useful adjuncts in diagnosis. 


Frequently, endometriosis is extensive, produc- 
ing what is commonly spoken of as a “frozen 
pelvis,” involving the rectal wall and other pelvic 
structures. In these cases, radical operation and 
bowel excision were formerly practiced. The 
mortality was high in this type of surgery, and 
rectovaginal fistula frequently occurred. In pres- 
ent-day treatment, surgical castration with hystér- 
ectomy is the procedure of choice, resulting in 
atrophy of the remaining endometriosis, even 
though it may involve bowel and bladder. If such 
a surgical procedure is not applicable or advisable, 
then the patient’s abdomen may be closed and 
irradiation used. Surgical treatment in the mas- 
sive endometrial involvement may be difficult be- 
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cause of adhesions and parietal and visceral peri- 
toneal involvement, and there is danger of injury 
to the bowel, bladder and ureters. It is in these 
cases that considerate surgical judgment and lim- 
itations must be exercised. 


When both ovaries are extensively involved, an 
ovarian resection is impractical, and then it is 
imperative to remove all ovarian tissue, including 
the tubes and ovaries. To the contrary, if a nor- 
mal ovary is present and the patient is under 
forty, then it is justifiable to remove or resect the 
diseased ovary and leave the good ovary and 
tube and preserve the uterus. 


Constricting lesions of the rectosigmoid and 
intestinal obstruction are frequent in this com- 
plication, and excellent results can be obtained 
by castration. 

McGuff, Dockerty, Waugh and Randall of the 
Mayo Clinic feel that in an obstruction of the 
ileum the procedure of choice is a resection of the 
ilium with or without preliminary enterostomy 
and with or without panhysterectomy. E. L. 
Zander and his associates report three cases of 
endometriosis which caused small bowel obstruc- 
tion. Personally, I have had no experience with 
this type of small bowel obstruction. 

We should all be in agreement with the fact 
that biopsy, frozen sections, and confirmation of 
the clinical diagnosis in all cases of endometriosis 
obstructing the bowel are the important proced- 
ures in excluding both carcinoma and inflam- 
matory lesions. 


Recently in the Wisconsin General Hospital, a 
patient was operated upon, and a frozen section 
was diagnosed as carcinoma, but later by per- 
manent section a diagnosis of endometriosis was 
made. This patient, unfortunately, had a resec- 
tion of the bowel, and she was subsequently 
treated by x-ray. The importance of this mistake 
is that frozen sections at times may be difficult 
to diagnose and may be misleading, but this does 
not in any way detract from the importance of 
carryihg out this procedure. 

Endometriosis during pregnancy, though rare, 
has been reported in recent literature and may 
demand appropriate surgical treatment. 

Frank and Geist report that postmenopausal 
endometriosis is insufficiently emphasized in the 
literature and that typical lesions are frequently 
found in women past the menopause. It is sug- 
gested that extra-gonadal, possibly adrenal, 
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sources of estrogenic steroids supply a stimulus 
permitting decelerated growth. They suggest that 
the menopausal state is not invariably one of com- 
plete estrin deprivation. I would like to call atten- 
tion to the fact that endometrial hyperplasia asso- 
ciated with estrin activity is often found in meno- 


pausal women. There is no evidence in these 
studies or in the literature to indicate that this 
process can originate de novo after the climacteric 
or even persist in active symptom-producing 
growth. However, this process may not be a 
primary surgical problem except in association 
with prolapse, fibroids, et cetera. 


Resection of the superior hypograstic plexus or 
presacral nerve of Cotte has been advocated in 
endometriosis. This procedure should be used 
only in cases of adenomyosis because the endo- 
metriosis involving the pelvic ligaments and pa- 
rietal peritoneum is not innervated by the superior 
hypogastric plexus or presacral nerve. Willard 
Cooke has recognized this and carries out ovarian 
neurectomy to relieve ovarian pain, by cutting 
the infundibulo pelvic ligament—the best way to 
section the sympathetic nerves to the ovary. Inter- 
ference of the blood supply to the ovary should 
be avoided. It is certainly much more reasonable 
to expect relief from this method than by removal 
of the superior hypogastric ganglion. 

Endometrial lesions in the umbilical region, in 
abdominal scars and inguinal regions are infiltrat- 
ing lesions and should be widely excised. 

Hormonal treatment of endometriosis must be 
considered in its relation to surgery. Such treat- 
ment inhibits pituitary ovarian function and pro- 
duces temporary changes with occasional per- 
manent changes. 

Miller reports that the androgens (testosterone 
propionate) reduce the activity, vascularity and 
size of the lesion, and as a result operation can 
be performed with less danger. 

Hirst feels that large amounts of testosterone 
propionate for the conservative treatment of 
endometriosis have a rational basis where radical 
measures are contraindicated or refused. 


Schmitz feels that androgens can be used in 
younger people with minimal lesions to carry 
these patients as long as possible before institut- 
ing more severe procedures. - 
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I have been hesitant in using the androgens 
because of the fear of producing irreversible 
masculinizing changes in the patient. Such 
changes have resulted from even extremely small 
doses, as others have reported. 

Massive doses of stilbestrol have been given 
by Karnaky and others in the treatment and cure 
of endometriosis, thereby avoiding operation. 

My experience with hormonal therapy has been 
so limited in this complication that any expres- 
sion on my part would be worthless. 

In conclusion, I wish to emphasize I have not 
hesitated to give deep x-ray therapy in cases of 
endometriosis with or without massive involve- 
ment, and even in those cases with bowel and 
bladder involvement, when indicated over opera- 
tion. 

This presentation has been worthwhile if my 
plea for conservatism in the treatment of endo- 
metriosis is heeded. The factual information 
presented has been based mainly upon my own 
experience, over a period of twenty years, in the 
treatment of endometriosis. 
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TRAUMA TO THE NERVOUS SYSTEM 


E. M. HAMMES, JR., M.D. 
Saint Paul, Minnesota 


ean history of the development of our knowl- 
edge of the care and treatment of individuals 
whose nervous systems, central or peripheral, have 
been injured, parallels very closely the history of 
war. During and following each conflict the mass 
of clinical material furnished by weapons ranging 
from the naked fist to the atom bomb has stimu- 
lated rapid strides forward in our knowledge of 
this subject. The more global the conflict and the 
more numerous the injuries, the greater will be the 
co-ordinated progress in their treatment. As long 
as man fights he will cause and receive injuries— 
not instantaneously fatal—to his nervous system. 
As long as such injuries are received there will 
be interested men available and stimulated to con- 
vert an otherwise hopeless loss into a means of 
furthering our knowledge and perfecting new 
skills in the management of these injuries. 

It is not a coincidence that our three speakers 
today were all in military service and that two 
of them are at present primarily active in veter- 
an’s medical care. 


Between wars, progress in the field of nervous 
system trauma is, by comparison, slow and erratic. 
And yet, there is no lack of clinical material in 
peacetime. The drunken driver, the motorcycle 
and airplane, the shallow diving pool, the step- 
ladder and, in the midwest, a great variety of farm 
equipment—as well as many other natural forces 
and human gadgets—assure us a constant and all 
too massive volume of injuries. If it is not the 
greater number of cases, what then accounts for 
the more rapid evolution of our knowledge of the 
effects of nervous system trauma in war as com- 
pared to peace? I think the answer lies in the 
concentration of this clinical material into centers 
in a way that can never be done in peacetime. A 
relatively small number of doctors receive the 
opportunity of treating enormous numbers of 
cases and thus accumulate a concentrated experi- 
ence which would not be possible in any except a 
wartime setting. Military necessity and conven- 
ience demand the grouping of patients with similar 
disabilities into centers under the care of a rather 
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limited group of men—the resulting benefit to 
medical progress is a by-product which is no less 
welcome for being unplanned. It has been esti- 
mated that 65 per cent of patients with cranio- 
cerebral trauma are treated in localities where no 
neurosurgeon or neurologist is available. Rare 
indeed, in contrast, was the military casualty with 
an injury to his brain, cord or peripheral nervous 
system, who did not eventually spend considerable 
time in a neurological-neurosurgical center. It 
would be impossible in civilian life to carry out 
a program of study for the control of traumatic 
convulsive disorders as was done at Cushing Gen- 
eral Hospital in Massachusetts, or to collect for 
treatment on a single service a group of 100 to 
200 paraplegias, as was done in several centers. 
The Peripheral Nerve Registry, established by the 
Surgeon General in 1944, is affording a means of 
following nerve injuries in large numbers to their 
final result in a way that would be totally im- 
possible with a comparable group of civilian in- 
juries widely scattered over the country. I think 
it is a safe assumption that the majority of the 
personal experience of each of our speakers in his 
respective subject has been gained in military 
service and a lesser part in the study of civilian 
injuries. I feel quite sure that during my own 
comparatively limited tour of duty, I had an op- 
portunity of examining more patients with cranio- 
cerebral trauma than I will see in the remainder 
of my practice, barring another war. 


Speaking in very general terms it seems to me 
that the outstanding contributions of the second 
World War to the subject of nervous system 
trauma are three: The first is the development of 
factual knowledge in neurophysiology and the 
availability of new antibiotic and bacteriostatic 
agents, which have in turn made possible the 


tremendous strides in new surgical techniques and 


skills about which we are to hear this afternoon. 

The second contribution is a rather subtle 
change in our entire philosophy concerning the 
subject. This is most simply exemplified by the 
designation of a recent series of papers by Dr. 
John Aita of Omaha bearing the significant title, 
“Men with Brain Damage.” It is a realization of 
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the fact that our responsibility to the patient does 
not cease with a successful cranioplasty or lami- 
nectomy or peripheral nerve repair. It is not only 
the attempt to restore function to as nearly a 
normal state as possible but also to develop the 
use of unaffected muscles or nerves or skills to 
substitute or compensate for permanent defects ; 
to learn new vocations when a disability makes the 
previous one impractical; and to develop as com- 
plete a physical and mental adjustment as possi- 
ble within the limitations imposed by the effects 
of the injury. It is everything that is implied by 
the word “rehabilitation” in its broadest sense. 
The third contribution of World War II is the 
realization of the fact that the state of our knowl- 
edge, or lack of it, today is such that one physician 
alone is unable adequately to meet the require- 
ments for the total management of a patient with 
an injury to his nervous system. As a result, we 
have seen the development in large centers of co- 
ordinated teamwork between doctors concentrating 
in one particular phase of the total problem. The 
neurologist and neurosurgeon have been greatly 
aided by the speech therapist in head injuries ; the 
genitourinary surgeon in paraplegia and the neuro- 
physiologist in dealing with peripheral nerve in- 
juries, to mention only a few. In all three types of 
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trauma the growing specialty of physical medi- 
cine and, of course, the ubiquitous psychiatrist are 
making important contributions. 

It may seem paradoxical in view of these pres- 
ent attitudes of considering the total assets and 
liabilities of a man with an injury to his nervous 
system and of the special fields involved in their 
proper management to divide this discussion of 
trauma along traditional anatomical lines: the 
brain, the spinal cord and the peripheral nerves. 
One might instead have had a neurosurgeon, a 
psychiatrist and a physiotherapist discuss the en- 
tire field of nervous system trauma, each from 
the standpoint of his own particular contribution. 
In defense of the anatomical arrangement of 
presenting the subject today, it must be pointed 
out that the prolonged process of re-education and 
rehabilitation cannot be most effective or efficient 
unless every possible effort has first been made to 
restore disturbed function to as nearly normal a 
state as possible. Furthermore, both the immediate 
and later management of injuries to the three 
divisions of the nervous system are so entirely 
different, one from the other, that to consider 
them in any manner other than as separate ana- 
tomical groups could serve only to confuse further 
an already difficult problem. 
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(Continued from Page 1088) 


may just as well be a result of the development 
of endometriosis. It may also be an incidental 
finding. The presence of a uterus in normal posi- 
tion does not prevent the development of endo- 
metriosis and should not be considered as a fac- 
tor in the diagnosis. 

In many instances, endometriosis is diagnosed 
at the time of laparotomy, and the frequency with 
which such diagnoses are made depends upon how 
carefully the pelvis is inspected and how fre- 
quently suspected islands are removed and pre- 
served for microscopic examination., Many of 
these are early endometriosis and are without clin- 
ical symptoms. They represent instances of en- 
dometriosis beyond the scope of the present discus- 
sion. When recognized, such nodules should be 
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removed and in this way potential future dif- 
ficulty prevented. 

The proper management of endometriosis re- 
mains a difficult problem just as does its initial 
diagnosis. The physician who looks for it, who 
considers it as a possibility in every gynecologic 
examination and who treats it conservatively, once 
the diagnosis has been made, is to be commended. 
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SPINAL CORD INJURIES 


GEORGE S. BAKER, M.D. 
Rochester, Minnesota 


HE PROBLEM which confronts the neuro- 

surgeon and the orthopedist in any acute injury 
of the spinal cord is but a small one compared to 
the over-all responsibility of returning this pa- 
tient to his former position in society. Close team- 
work among many specialized groups is necessary 
for medical, vocational, social and economic re- 
habilitation. It is true that many patients who 
have received permanent injury to the spinal cord 
must rely on the care and treatment of one 
doctor, or one limited group, but to these pa- 
tients must be applied the principles of the treat- 
ment through many therapeutic fields before the 
end result is reached. The work of urologists, 
dietitians, physical therapists, occupational thera- 
pists, social welfare workers and nurses, the mat- 
ter of vocational training, and finally the pro- 
gram for economic adjustments for living must 
be organized in such a way that the individual 
patient is rehabilitated to the maximal extent per- 
mitted by his disability. 

The average medical practitioner does not have 
the time, nor will many take the time, to read a 
lengthy treatise on a subject of this magnitude. It 
is therefore fitting for me to refer to the best 
clinical review of the problem that I know of and 
hope that this will cover the major material, leav- 
ing a few important items for me to emphasize at 
this time. I refer to Technical Bulletin 503 of the 
Veterans Administration on “Spinal Cord In- 
juries,”? compiled by Dr. Ernest Bors, which is 
an over-all review of the situation, with references 
to the important contributions of, and the end 
results following, World War II. It is up to date, 
concise and presents the problem as I see it today. 

The fact that 80 per cent of the patients with 
spinal cord injuries sustained in World War II 
survived and returned to the United States, with 
a mortality rate of only 2 to 8 per cent reported 
since hospitalization in this country, speaks well 
for (1) the teachings and training of the medi- 
cal profession up to the time of the war, (2) the 
improved techniques in treatment and transporta- 
tion and (3) the major role of antibiotics. The 
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military training of a large group of young medi- 
cal men will be strongly felt in every community 
when the care of any given spinal cord injury is 
needed. The general principles of therapy are 
put to work on a large scale in any major mili- 
tary conflict, and the tried and proved methods 
are available until another war comes along, when 
better methods may be used. 


As in all types of injury, the treatment of 
injuries of the spinal cord should perhaps start 
with means of prevention of injury. Under this 
should be considered educational motion pictures 
in the schools, colleges and community theaters, 
displaying what can happen by careless driving of 
automobiles and airplanes, by diving in shallow 
water or in the surf, by unprotected participa- 
tion in strenuous athletic events, by improper use 
of firearms, and lastly, by failure to practice 
moderation in the daily routine. In spite of all 
these measures, many patients with irreparable 
damage to the spinal cord are seen in every hos- 
pital in the United States, and the knowledge of 
their care should be of the best pattern. Doctors 
should realize that diagnostic spinal punctures on 
patients with cervical cord tumors or increased 
intracranial pressure are often performed at a 
risk of further damaging the functioning nerve 
fibers. Also, induced convulsive seizures as used 
in treating many mental disorders demand the re- 
spect of a supposedly strong spinal column. To 
no part of one’s anatomic structure is the adage 
“an ounce of prevention is worth a pound of cure” 
more applicable than to the spinal cord. 

The doctor should consider it his responsibility 
to visit the local boy scout troops and instruct 
these young boys in the transportation of a person 
who has sustained a broken neck or a broken back. 
The scout manual is an excellent guide and should 
be supplemented by proper demonstrations. The 
use of a simple head sling for traction can also be 
demonstrated.® A real problem arises in the care- 
ful transportation of any person with a spinal 
injury, whether it is compound or simple, or 
whether it is associated with partial or complete 
paralysis. As a general rule, the deformity will 
be one of flexion, and any position to prevent 
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further flexion, such as gentle extension, may be 
considered important. 

At the hospital, permanent traction by use of 
Crutchfield’s tongs*® or any of the other means 
of traction’*71%13-15 will probably be necessary 
for cervical fractures. The problems of shock and 
other concurrent injuries of serious magnitude 
are faced at once. If the general condition of the 
patient is good, and neurologic and roentgenologic 
studies indicate that a progressive compression of 
the thoracic or lumbar parts of the spinal column 
can be relieved by laminectomy, this should be 
done. The cervical injuries are best treated by 
traction for at least a week and operation delayed 
until after this time, as a greatly increased mor- 
tality rate is known to be associated with early 
cervical exploration. Although many patients have 
been treated in the early phase of the injury, 
Munro” has shown 30 per cent better results by 
waiting, as far as mortality is concerned. Late 
operations for arachnoidal adhesions or block™ 
and for various types of pain, either root, sym- 
pathetic, splanchnic or psychic, can be considered.” 
The problems of using braces and of spinal fusion 
by orthopedists to prevent collapse and absorption 
of the vertebrae can be weighed at time of opera- 
tion (Figs. 1 and 2), or if an operation is not per- 
formed, the use of braces can be considered after 
evidence of callus formation and partial healing 
(four to six weeks) is observed. All the sequelae 
such as decubitus ulcers, neurogenic bladders and 
nutritional deficiencies must be controlled.* The 
rehabilitation is a slow but steady one in the hands 
of the best therapists and demands the utmost 
co-operation between patient, relatives and social 
forces at work in the community. It is possible 
to accomplish a great deal in most of the spinal 
cord injuries seen today ; however, even though the 
individual will live perhaps a normal life span with 
excellent care, the fact must not be lost sight of 
that a person with permanent damage to the spinal 
cord will be handicapped for life and that an 
uphill fight to overcome the disabilities is always 
present as adjustments are made in the community 
so that an independent social and economic exist- 
ence is assured. 
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g. 1. (left) Compression fracture of the first lumbar vertebra. 


2. (right) Unilateral bone graft associated with laminectomy 


in compression fracture of the first lumbar vertebra. 
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TECHNIQUE OF PERIPHERAL NERVE SURGERY 


R. GLEN SPURLING, M.D. 
Louisville, Kentucky 


HE EXPERIENCES with peripheral nerve 

surgery in World War II have logically laid 
the groundwork for all future civilian practices— 
until the next war. These lesions are so relatively 
infrequent in civilian life that no single individual 
can hope to accumulate enough data to change 
radically the present concepts which have been 
tested upon many thousands of cases. Not that 
the present treatment policies are perfect—far 
from it—yet the results of treatment of some 
20,000 peripheral nerve casualties by several 
hundred neurosurgeons have been better, from 
the standpoint of functional recovery, than any 
heretofore known. 

It is extraordinary how frequently nerve lesions 
are overlooked, even by physicians who are other- 
wise highly trained in the management of trauma. 
No doubt this is due to the surgeon focusing his 
primary interest upon the fractured bone, the mu- 
tilating soft tissue wound or the emergency ac- 
companying major vascular injuries. Once the 
damaged extremity is encased in a plaster cast, the 
associated nerve injury may go unrecognized for 
weeks or even months. It has been established be- 
yond reasonable doubt that the early repair of 
severed nerves yields the best functional results. 
Therefore, it becomes mandatory that the nerve 
injury be recognized by the surgeon who first 
treats the patient. 

Complicated clinical and laboratory examina- 
tions are not necessary in recognizing the more 
common nerve injuries. As an example, the in- 
tegrity of the main nerve trunks of the upper and 
lower extremities can be evaluated with consider- 
able accuracy by studying the movements of the 
thumb and great toe.* 


Upper Extremity 
Median Nerve.—A certain position of the thumb 
cannot be reproduced when the median nerve is 
interrupted proximal to the wrist. The first meta- 
carpal is flexed at the wrist, a motion primarily 
accomplished by contraction of the opponens pol- 
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licis. In addition, the distal phalanx of the 
thumb is extended on the proximal and the whole 
thumb is rotated inward so that the palmar sur- 
face of the distal phalanx opposes the palmar sur- 
face of the other digits. This position can be re 
produced only with good contraction of the ab- 
ductor pollicis brevis and the outer head of the 
flexor pollicis brevis. These three muscles are 
supplied through a muscular branch of the median 
nerve which arises just distal to the annular liga- 
ment. If the thumb can be maintained in this po- 
sition, no other examination is necessary to es- 
tablish the functional integrity of the median 
nerve. 


Ulnar Nerve.—Likewise a certain position of 
the thumb cannot be maintained when the ulnar 
nerve is interrupted proximal to the wrist. The 
first metacarpal is held in the plane of the other 
four. The proximal phalanx of the thumb is 
slightly flexed and is pulled toward the metacarpal 
and metacarpophalangeal joint of the index finger. 
This function can be tested readily by the patient’s 
ability to hold a stiff piece of paper when an at- 
tempt is made by the examiner to withdraw it. 

The muscles which produce this action are the 
adductor pollicis and the inner head of the flexor 
pollicis brevis. These two muscles are supplied 
by the terminal muscular branches of the ulnar 
nerve within the palm. If this position of the 
thumb cannot be held in the absence of local in- 
jury, further examination is unnecessary to estab- 
lish functional impairment of the ulnar nerve. 


Radial Nerve.—The following position of the 
thumb cannot be maintained if the function of the 
radial nerve is interrupted proximal to the 
wrist: The first metacarpal is directly abducted 
at the carpometacarpal joint in the plane of the 
palm. The proximal and distal phalanges of the 
thumb are both held in extension. This position is 
made possible by contraction of the extensor pol- 
licis brevis aided by the weaker abductor pollicis 
longus. These two muscles are supplied in the 
hand by the terminal muscular branch of the pos- 
terior interosseous division of the radial nerve. 
If this position of the thumb cannot be maintained 
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in the absence of local injury, further examination 
is unnecessary to establish functional impairment 
of the radial nerve. 

The radial nerve is most likely to be injured in 
the upper arm, and when this is true, confirmatory 
evidence is found in the hand by inability to ex- 
tend both the proximal and distal phalanges of the 
thumb, a function accomplished by contraction of 
the extensor pollicis longus. Also, inability to 
extend the first phalanges of the other digits on 
the metacarpals results from paralysis of the ex- 
tensor digitorum communis. Both of these mus- 
cles are innervated by muscular branches of the 
radial nerve in the proximal third of the forearm. 
Care must be taken not to confuse extension at 
the metacarpophalangeal joints with extension at 
the interphalangeal joints since the latter is a 
function of the lumbricales and interossei. 


Lower Extremity 


The intrinsic musculature in the foot is not 
developed to the same extent as in the hand so 
that reliable observations must be limited to simple 
contractions of ‘the long flexors and extensors of 
the toes or else include movements of the entire 
foot. Fortunately, injuries of the lower extremity 
which involve peripheral nerves are commonest 
high in the thigh and about the knee. In the for- 
mer location either or both divisions of the sciatic 
nerve may ‘be involved. In the latter the common 
peroneal nerve is damaged most frequently. Be- 
cause of this, examination of the toes will give 
valuable information in the majority of lower ex- 
tremity wounds. The only common nerve injury 
apt to be missed if careful study of toe motions is 
made is the posterior tibial nerve in fractures and 
shrapnel wounds of the lower third of the leg. 
In this lesion only the intrinsic musculature of the 
foot is paralyzed, and very little disability results 
except that which may follow anesthesia of the 
sole of the foot. 


Common Peroneal Nerve.—The following de- 
scribed position of the great toe cannot be repro- 
duced if there is interruption of the common per- 
oneal nerve or its deep branch proximal to the 
middle of the lower leg: The terminal phalanx is 
extended on the proximal and the latter is ex- 
tended on the first metatarsal. This action can be 
produced only with good contraction of the ex- 
tensor hallucis longus whose tendon can readily 
be palpated over the dorsum of the first meta- 
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tarsophalangeal joint. It is supplied by the deep 
branch of the common peroneal nerve in the prox- 
imal third of the lower leg. If this position of the 
toe cannot be maintained in the absence of local 
injury to the tendon or the toe, further examina- 
tion is unnecessary to establish functional impair- 
ment of the peroneal nerve. 


If the entire foot can be examined satisfacto- 
rily, further evidence may be obtained by inability 
to dorsiflex the foot at the ankle (foot-drop). 
These functions are accomplished, respectively, by 
the tibialis anticus and the peroneus longus and 
peroneus brevis which are’ innervated by 
branches of the common peroneal nerve arising in 
the proximal third of the lower leg. 


Tibial Nerve.—The following position of the 
great toe cannot be reproduced if there is inter- 
ruption of tibial nerve function proximal to the 
middle of the lower leg: The terminal phalanx of 
the toe is flexed on the proximal and the latter is 
flexed on the first metatarsal. This action can be 
produced only with good contraction of the flexor 
hallucis longus and flexor hallucis brevis. 
These muscles are supplied by the tibial nerve in 
the proximal third of the lower leg. If this posi- 
tion of the toe cannot be maintained, in the ab- 
sence of local injury to the tendon or the toe, fur- 
ther examination is unnecessary to establish func- 
tional impairment of the tibial nerve. 

If the entire foot can be examined satisfactorily, 
further evidence may be obtained by inability to 
plantar-flex or adduct the foot at the ankle. These 
functions are accomplished, respectively, by the 
gastrocnemius group and the tibialis posticus 
which are innervated by branches of the tibial 
nerve arising in the proximal third of the lower 
leg. 


Indications for Operation 


Preoperative clinical and laboratory studies of 
motor, sensory and vasomotor functions will indi- 
cate usually the degree of physiological disrup- 
tion of a peripheral nerve. However, there can 
be complete physiological loss of function without 
anatomical severance of the nerve. This fact ex- 
plains the frequency with which injured periph- 
eral nerves regenerate spontaneously. Because of 
the likelihood of spontaneous regeneration, the 
surgeons in World War I recommended a waiting 
period of from six to nine months before advising 
exploratory operations. However, more recent in- 
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vestigators believe that the degenerative changes 
which inevitably occur in nerve ends and in the 
denervated muscles are progressive, and that the 
best results are obtained in those cases where re- 
pair is accomplished early. Therefore, waiting for 
spontaneous regeneration is unjustifiable. 

The policy presently followed in our clinic is 
to explore all cases of peripheral nerve palsies, 
complete or incomplete, unless there has been 
rapid, progressive improvement of symptoms. If 
the nerve has been severed, valuable time has been 
saved by early repair. If the nerve is anatomically 
intact, freeing it from the surrounding scar tis- 
sue will usually hasten recovery, and seldom re- 
tard it. It is believed that exploration of any ma- 
jor nerve trunk under proper conditions can be 
accomplished without risk to life or to function. 

The policy of radical exploration, however, 
should always be combined with one of con- 
servative treatment once the nerve is exposed. 
Unless actual anatomical division can be demon- 
strated, or unless the intrinsic scar is so dense that 
no motor or sensory impulses can be demonstrated 
to pass through the scar, only complete neurolysis 
should be done. If a nerve thus treated fails to 
show evidence of regeneration within two months, 
re-exploration is done, and if there are still no 
sensory ‘impulses passing through the scarred 
area, resection with end-to-end suture is under- 
taken. 

All cases of suture—or neurolysis for that mat- 
ter—should be observed carefully week by week 
for evidence of new functional activity. If at 
any time satisfactory progress seems to have 
stopped, re-exploration should be recommended. 

The value of the Tinel’s sign in diagnosis has 
been discredited by many observers because of 
the frequency with which percussion impulses 
can be transmitted through scarred soft tissue to 
a distant neuroma. If the percussing stroke is 
heavy, no doubt the jarring will invalidate it. The 
sign should be elicited by very gentle tapping with 
the finger tips along the course of the nerve, al- 
ways working from below the lesion upward. At 
the point where tingling in the peripheral distri- 
bution is produced, functioning sensory fibers are 
believed to be present. The Tinel’s sign when 
performed properly is a valuable one, especially 
in following the progress of regeneration after 
suture. 

Much valuable information can be obtained by 
electrical stimulation of the exposed nerve trunks 
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at operation, and therefore all operations upon 
peripheral nerves should be started at least under 
local anesthesia. Once the direct stimulation 
data have been obtained, a shift to general anes- 
thesia may be desirable, particularly if the proce- 
dure is prolonged by the necessity for wide dis- 
section and extensive mobilization of contiguous 
joints. 

Electrical stimulation of the exposed nerve 
trunk is valuable in determining its anatomical 
continuity. Galvanic, faradic or sinusoidal cur- 
rent provided a satisfactory stimulus. The mini- 
mal current is that which will produce a visible 
contracture of muscle fibers when the electrodes 
are applied directly to them. The current should 
be increased four or five times above this minimal 
level before deciding that there are no functioning 
fibers passing through the involved segment. 

If stimulation proximal to the scarred area 
causes contraction of muscles normally innervated 
by the nerve distal to the scar, it may be assumed 
that there is still anatomical and physiological con- 
tinuity of the motor fibers. 

If stimulation of the nerve proximal to the 
scar fails to elicit motor responses even with five 
times the minimal stimulus, it may be assumed 
that anatomical continuity is lost, providing the 
nerve has been liberated from its extrinsic scar 
prior to the test. 

If the operation is conducted under local anes- 
thesia and no procaine has been infiltrated into the 
proximal segment of nerve, information of great 
value can be obtained from the sensory responses. 
Stimulation of the scar or neuroma is always 
painful, more so than stimulation of normal nerve 
above the scar. Stimulation distal to the scar 
without sensory response indicates disruption of 
the afferent fibers unless the amount of current is 
excessive and overflows into the neuroma. 

Sensory responses to electrical stimulation are 
valuable in cases of re-exploration after suture. 
Not infrequently, physiologically active sensory 
fibers can be demonstrated traversing the suture 
line before any motor fibers have reached their 
appropriate end-plates. 


Selection of the Time for Definitive Nerve 
Surgery 


In contrast to the progressive intraneural path- 
ological changes which dictate in large part the 
upper level of the optimum time for nerve re- 
pair, the factors which contraindicate primary 
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nerve surgery in an injured extremity are entirely 
technical and mechanical. 

1. The suture of a divided peripheral nerve at 
the time of wound debridement is not feasible by 
any technical standards, nor is it compatible with 
the surgical principles of preservation of life or 
the extremity, or of the prevention of infection, 
which must be dominant at this time. 

2. It is often not possible for the surgeon to 
estimate the intraneural damage to nerve segments 
adjacent to the point-of severance. 

3. Selective section of nerve ends prior to su- 
ture is impossible unless a large nerve gap is ar- 
bitrarily established. , 

4. Mobilization and transplantation procedures 
essential for restoring the nerve gap and delimit- 
ing suture line tension are surgically unsound for 
fear of infection. 

5. While in cleanly lacerated or in small pene- 
trating wounds, immediate nerve suture might be 
carried out by flexion of contiguous joints, the 
results in cases in which nerve gap has been over- 
come by flexion alone are likely to be prejudiced 
both by joint contractures and by the adverse ef- 
fect of postoperative stretch upon the suture line. 
Moreover, this method may not be applicable if 
the point of suture is distant from an articulating 
surface. : 

6. Finally, the epineurium of a freshly divided 
nerve is thin and friable and lacks the tensile 
strength to hold sutures. 

In spite of this array of arguments, surgical 
opinion is by no means unanimously in favor of 
delayed nerve suture. On the other hand, the 
case for this plan has been well stated by Seddon: 
“.. . the delayed operation (in war wounds of 
peripheral nerves) converts the suture from a 
procedure carried out under restriction into one 
in which the surgeon is free to do as he wishes. 
At Oxford, all the primary sutures compare un- 
favorably with eatly secondary sutures, and if I 
had the misfortune to suffer a nerve injury myself 
I would prefer the secondary operation.” 


The practice of delaying operation to wait for 
evidence of spontaneous regeneration is indefen- 
sible. In the interim irreversible pathologic 
changes occur in the form of progressive degen- 
erative changes in the distal nerve trunk, nerve 
endings and distal articulations, which impair 
and eventually invalidate the functional results 
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of axonal regeneration. Furthermore, there is con- 
siderable evidence that these alterations impair 
nerve regeneration adversely in direct ratio to the 
length of time between the injury and the attempt 
at definitive suture. 


A description of the entire gamut of changes in 
all the tissues of a denervated extremity is too 
complex a task to undertake here, and the empha- 
sis will be directed to the most important altera- 
tion which occurs in the distal nerve segment. 

The first evidence of changes leading eventually 
to deterioration of the distal nerve trunk through- 
out its entire extent is a slight fibrotic thickening 
of the epineurium, which occurs between fifteen 
and twenty-five days after severance of the nerve. 
Within this period the epineurium first attains the 
tensile strength which facilitates nerve suture. As 
time passes, the distal trunk exhibits two types of 
tissue reaction. The first type may be summed 
up in a single word—fibrosis. The epineurium 
becomes thicker and more dense. Collagenous tis- 
sue spreads diffusely in the interfascicular spaces. 
The normal cross-section area of the fascicles is 
diminished as the result of an enveloping peri- 
neural fibrosis which may progress to practical 
obliteration of the fascicular masses. Although 
the entire cross-area of the distal nerve trunk di- 
minishes in size, the atrophy of fascicles is com- 
pensated for by a relatively greater ratio of inter- 
fascicular fibrosis. Simultaneously, with the fi- 
brotic changes described, there may be seen an en- 
doneural fibrosis, which at times almost replaces 
the attenuated groups of atrophic tubules. 


The second major change in the distal trunk, 
which takes the form of tubule atrophy, can with 
some qualifications be readily associated with the 
lapse of time after wounding, although it is diffi- 
cult to correlate exactly the fibrotic changes first 
described with the passage of time. Progressive 
tubule atrophy in uncomplicated nerve injuries 
may vary in severity from case to case, but it re- 
mains a stable measure of the duration of distal 
segment deterioration unless it is even more ad- 
versely influenced by the factors of ischemia or 
traction. The normal maturation of regenerating 
nerve fibers depends to a large extent upon the 
number and volume of these tubular spaces. Al- 
though the upper limit of potential functional re- 
generation cannot be fixed with certainty, it is a 
warrantable assumption, on the basis of this evi- 
dence, that it is within the three-month period fol- 
lowing injury. 


1099 


After Care 


The operation is but a single phase of the treat- 
ment of an extremity paralyzed as the result of a 
peripheral nerve injury. Obviously, an extremity 
will be functionally useless, however satisfactory 
the nerve repair and subsequent regeneration may 
be, if temporarily denervated muscles are permit- 
ted to become irreversibly atrophied or fibrosed, 
or if the joints of the wrist, hand, ankle or toes 
are “frozen” beyond repair. For the best results it 
is, therefore, essential that physical therapy be 
employed both before and after operation. 

Recent experiments and clinical studies have in- 
dicated that daily galvanic stimulation of de- 
nervated muscles will prevent atrophy and retard 
fibrosis, and this measure was, therefore, em- 
ployed as a routine in all cases, beginning with 
fifteen brisk contractions daily and progressing 
gradually to thirty contractions. When casts 
were used for postoperative immobilization, win- 
dows were cut over the bellies of the paralyzed 
muscle groups and galvanic stimulation was begun 
the day after operation. Other measures included 
massage, active and passive motion, and the use 
of dry and moist heat as indicated. Particularly 
careful attention was given to the active and pas- 
sive motion of small joints. Fixation by splints 
was kept at a minimum, detailed instruction of the 
patients in respect to the care of their own joints 
being considered more important than mechanical 
methods of fixation. 


Results 


Some 8,000 cases of nerve suture have been 
listed in the Army’s Peripheral Nerve Registry. 
Most of these cases have had careful follow-up 
studies for periods ranging from six months to 
two years. A recent primary analysis of data in- 
dicates that in 85 per cent of cases there is un- 
mistakable evidence of regeneration. Just how 
complete the ultimate functional recovery will be 
cannot yet be determined. Eventually, the answer 
will be forthcoming from the Registry, but fully 
two years must elapse before final evaluations can 
be made. 


Apparently all peripheral nerves, regardless of 
their location, possess the same ability to regen- 
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erate, providing the surgical treatment is adequate 
and the operation performed during the optimal 
post-injury period. However, there is inevitable 
mixing of fibers at the suture line no matter how 
meticulous the repair. In nerves, predominantly 
motor, which supply muscles concerned with gross 
movements (radial and musculocutaneous) func- 
tional recovery is more perfect than in nerves 
supplying muscles concerned with fine precision 
movements (ulnar and median). In the latter 
group there may be excellent regeneration, yet the 
extremity remains functionally poor. Great im- 
provement can be expected in patients who will 
co-operate fully in a re-educational program. The 
patient must learn to make use of muscles whose 
motor connections with the brain have been mixed 
up—just as the patient whose facial nerve has 
been anastomosed with the hypoglossal must learn 
to move his facial musculature through the hypo- 
glossal pathways in the brain stem and cerebrum. 

Sensory regeneration in a mixed nerve is less 
of a problem, for the anesthetized areas may func- 
tion usefully although the central connections are 
bizarre. 
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THE SURGEON AND THE CANCER PROBLEM 
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< june SUBJECT I have chosen is not an easy 
one to discuss. There is so much to say and 
yet so little that we know about cancer. Cancer 
does constitute, however, a very challenging prob- 
lem, as I believe everyone will admit. Our fam- 
ilies know it. There probably is not a family in 
this city, in this state, that will not perhaps be 
touched in some manner by cancer: This is a 
rather serious thing to contemplate. Cancer strikes 
frequently and in all areas of the population ; it 
takes its largest toll, however, among people over 
forty-five years of age. 

What are we going to do about the problem of 
cancer? We know that we shall have the full 
endorsement of the public in any program which 
we undertake. Witness the generous response of 
the citizens of this and other states to the public 
subscription program of the American Cancer 
Society; the response of Congress in its liberal 
support of research is a reflection in turn of the 
intense interest of the public that preventative or 
curative measures for cancer will be found. Wit- 
ness also the great interest of the public in can- 
cer detection. On this score, it is only fair to 
say that the attitude of the public on detecting the 
presence of cancer early by attendance at cancer 
detection centers has been more optimistic than 
that entertained generally by physicians in refer- 
ence to this agency. 


Cancer Detection Centers 


A pilot Cancer Detection Center has been set 
up at the University Hospitals, sponsored by the 
Minnesota State Medical Society and supported 
by the Minnesota Division of the American Can- 
cer Society and the National Cancer Institute of 
the United States Public Health Service. Dr. 
David State, the director of the Center, finds that 
approximately 1.2 per cent of patients over forty- 
five years of age presenting themselves for exam- 
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ination without symptoms have cancer. The most 
frequent site has been the alimentary tract, espe- 
cially the colon and rectum. Moreover, it would 
appear from the findings of Dr. State and his 
associates that about 10 per cent of these patients 
have silent polyps or adenomas in the rectum or 
colon. Inasmuch as the majority of these lesions 
are probably precursors of cancer, it would appear 
that these findings alone fully justify all the effort 
involved. 

Screening Tests —The lamentable circumstance 
is that so much labor is involved in the detection 
of a single cancer. But who counts the cost of 
labor when life is at stake? A 1 per cent return 
does seem to be small remuneration, but is that not 
the current rate of interest on money deposited 
in our banks? Yes, there are those who have 
conclusively shown how impossible it would be to 
“subject all persons over forty-five years of age to 
annual x-ray scrutiny of their stomachs. Our 
studies have shown that approximately 90 per 
cent of gastric cancers develop in patients who are 
achlorhydric or hypochlorhydric (less than 30 de- 
grees free HCl) to histamine. This is a test which 
can be done in the physician’s office. Annual rou- 
tine application of, gastric aspiration under hista- 
mine stimulation to patients over forty-five years 
of age would determine which 25 per cent (ap- 
proximate number) should be submitted to x-ray 
examinations of the stomach. 


Similarly, the demonstration of occult blood in 
the stool on application of the Guaiac test has 
proved a useful tool in indicating which patients 
should be submitted to x-ray examination of the 
colon. And the finding of polyps and/or ade- 
nomas in the rectum and lower reaches of the 
colon on proctoscopic examination has been so 
rewarding an undertaking as to suggest that every 
person should submit annually to this test. More- 
over, patients exhibiting this finding should also 
be submitted to x-ray examination of the colon. 

What is the alternative?—Those who decry the 
efforts of the Cancer Detection Center as not jus- 
tifying the outlay of all the cost and labor suggest 
that we continue to examine only those patients 
who have symptoms. Do they not know that, in 
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the alimentary tract, in any case, that cancer is a > 


silent disease until approximately twenty months 
have passed? The evidence on this score ‘seems 
quite satisfactory. The public looks to us as 
guardians of its health. Does the attitude of 
“wait until symptoms develop” suggest that we 
are mindful of our great public trust? To any of 
you who might feel inclined to hesitate and lis- 
ten to the discouraging platitudes of the doubting 


Thomases, I say: Let us go forward; faith will 


follow. 


Research 


Research, to be certain, is the promise of the 
future. But what of the present? Are our fel- 
low citizens placing so much money at our disposal 
for the formulation of a cancer program solely 
in the hope that the riddle of the cancer enigma 
will be solved? No, I do not believe that. There 
may be a few isolated persons who believe that 
money alone will amass brains, hands and ideas 
and dispel quickly the scourge of cancer. Most 
of us are not that sanguine. We know how slow 
and prodding is the process of new-fact finding. 
Yes, progress is being made, but I do believe that 
any program which places its emphasis solely on 
research with the suggestion that we continue as 
we have'been doing until the nature of cancer is 
resolved is not in the public interest. Moreover, 
affecting not even the role of a minor prophet, 
I believe it is safe to say that it takes little imagi- 
nation to anticipate such a program boomeranging 
upon its supporters. We must abstract out. of 
what knowledge we have of cancer today every 
grain of useful information and use it to the best 
possible advantage in our wrestle with the prob- 
lem. 

It will be a great day in medicine when we 
know the nature of cancer and what factors bring 
it about. And if and when we learn how to pre- 
vent cancer, it will be an occasion for universal 
rejoicing. In the meantime, we have to content 
ourselves with lesser flights of hope. A biologi 
test for cancer would lessen enormously the labors 
of individual organ scrutiny which is at present 
the technique of the Cancer Detection Center. It 
is easy, even for a child, to ask questions which 
no one can answer. It is the mark of genius to 
ask a question which can be answered. It is such 
a succession of intelligent questions put to nature, 
for which answers can be found, that leads to the 
solution of a problem. 
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Cancer Is Curable 

Figures are accumulating on every hand to sug- 
gest that cancer is curable. The problem is to 
recognize cancer while it is still a local disease. It 
is spread of cancer from the initial site of origin 
to the regional lymph nodes that is synonymous 
with a poor prognosis. Fifty per cent of patients 
who have gastric cancer and no lymph node in- 
volvement are cured by gastric resection. Yet how 
few those cases are! And why? Because we are 
dealing largely with patients who come following 
the development of symptoms. It is well that we 
deplore the circumstance that patients as a group 
neglect the onset of symptoms for a period of ap- 
proximately six months before reporting for med- 
ical help. The more important consideration, how- 
ever, is that most alimentary tract cancers are 
silent for approximately twenty months before 
symptoms develop. In other words, neglect of the 
knowledge of this circumstance is largely ac- 
countable for the delay. One can go through the 
list of common cancers, such as breast, uterus, 
colon and rectum, and the stomach; it is a uni- 
form finding that cancer is curable when it is 
still local, but the cures drop sharply with the 
presence of demonstrable lymph node involvement. 

Information compiled by various agencies sug- 
gests definitely that cancer is curable. The re- 
porting of cancer cures has long been an activity 
of the American College of Surgeons. The la- 
bor involved in cancer registries is beginning to 
bear fruit, and at long last, we have one in Min- 
nesota. Those of New York and Connecticut, 
which have long been active, are begining to give 
us useful information on cancer incidence and 
prevalence, as well as mortality. Just recently, 
Dublin (March, 1949) reported that of patients 
treated for cancer in the State of Connecticut in 
1941, the five-year survivors number 33.5 per cent. 
When surgeons come to deal with a larger number 
of Group I or A cases (patients without lymph 
node involvement), obviously our accomplishment 
will be correspondingly greater. 


Surgery Still the Mainstay of Treatment 


There was a time when it was believed that ir- 
radiation would supersede surgery as the most re- 
liable remedy with which to combat cancer. Grad- 
ually, however, we have awakened to the realiza- 
tion that it is only in certain restricted fields that 
irradiation holds out promise of relief to patients 
suffering from cancer. These are essentially : the 
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skin,‘ certain intraoral cancers and the cervix. 
The Meniorial Hospital in New York was at one 
time the keenest exponent of the employment of 
irradiation in the management of cancer. When 
one goes there now, he finds that this agent enjoys 
wide usage only in the treatment of intraoral can- 
cer. Those who have some familiarity with pa- 
pers emanating from that institution ten to twenty- 
five years ago, or those who had the opportunity 
of hearing their lamented nestor, James Ewing, 
extol the virtues of irradiation in the manage- 
ment of malignancy, know what a change in atti- 
tude has occurred at the Memorial Hospital with 
reference to the relative merits of surgery and 
irradiation in the management of cancer. Ob- 
viously, not everyone shares the sharp veering- 
about in attitude of the Memorial group. In most 
institutions, irradiation is still the therapeutic 
agent of choice in the management of cancer of 
the cervix uteri. It is only fair to say, however, 
that, more and more, it is becoming recognized 
that surgery is still the mainstay of present-day 
therapy in cancer. 

In addition to irradiation, there are other help- 
ful adjuncts. In certain malignancies hormonal 
treatment (estrogens for prostatic and breast 
cancer and/or androgens for breast cancer) and 
chemotherapy afford definite palliation. I have 
seen supraclavicular metastases disappear from a 
late cancer of the breast under estrogen therapy. 
Its administration deserves to be probed for the 
treatment of extensive lymph node metastases 
from other cancers. Timely, aggressive supple- 
mental surgery may in some such instances con- 
vert palliative estrogen therapy into a more hope- 
ful prospect for the patient. 

Exploration of the value of chemotherapeutic 
agents in arresting cancer is being prosecuted in 
many quarters. Radioactive iodine in the control 
of cancer of the thyroid, nitrogen mustards in 
Hodgkin’s disease and multiple myeloma, and 
radioactive phosphorus for certain leukemias— 
these and other chemotherapeutic agents will un- 
doubtedly bring relief, temporary in most in- 
stances, to some cancer sufferers. 


Replacement of the scalpel by intravenous in- 
jection would indeed be a great step forward in 
checking the cancer scourge. However, we must 
be realistic. For most cancers, the only reliable 
therapeutic agent is still the surgeon’s scalpel. 
There was a time when the mortality of operation 
for cancer was an item of great concern to sur- 
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geons as well as patients. On this score, surgery 
has made great advances. Today, most standard 
operations for visceral cancer can be done at 
risks under 5 per cent. 


Need of More Aggressive Surgery 


It would be nice indeed if every cancer oper- 
ated upon by the surgeon were a local lesion. 
Alas, if it only were so! Yet, if organ screening 
tests, of which we have some knowledge, were im- 
plemented to uncover patients who should be sub- 
mitted to more detailed and precise organ scrutiny, 
the mere adoption of this policy of annual organ 
scrutiny for all patients over forty-five years of 
age would obviously bring a far larger number 
of patients with early local cancer for treatment. 
3ut who knows better than surgeons that merely 
wishing it so does not make it so? The pro- 
ponents of inertia can only be overcome by the 
slow attrition of fact gathering. 

In the meantime, the only manner in which the 
poor record of accomplishment can be improved 
is to deal more radically with the cancers as we 
encounter them. 


Re-entry of Abdomen of Patients Presenting 
Lymph Node Involvement.—Some months ago, I 
proposed to my colleagues that we re-enter the 
abdomens of some of our patients after an inter- 
val of four to six months when the lymph nodes 
at the initial operation contained gross evidence of 
cancer. This procedure has been carried out on 
a few patients with Dukes’ Group C colic cancer. 
I have the impression that by having a “second 
look” into the abdomens of such patients, to doa 
wiping-up procedure on cancer sprouts in lymph 
nodes not detectable at the first operation, we may 
improve our accomplishment in the large group of 
cases with lymph node involvement. From only 
a few preliminary skirmishes with this problem, 
I believe it is safe to say that, for certain cancers, 
this procedure may become standard practice. And 
if it does, the role of the surgeon in combatting 
cancer will become even more important than it is 
today. The more immediate concern for us to 
cogitate on now, however, with reference to that 
item is: how many more hospital beds will have 
to be devoted to cancer surgery? In the light of 
the circumstance that approximately 65 per cent 
of patients coming for cancer therapy exhibit 
lymph node involvement, it is obvious that if a 
“second look” becomes standard practice for 
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certain cancers, the need for more hospital beds 
for the surgical treatment of cancer is obvious. 


Primary Subtotal Colectomy for Cancer of the 
Left Colon.—That polyps are a frequent precurs- 
or of colic and rectal cancer is well known; that 
patients may develop a second lesion also is well 
known. Because of the potential polyp-bearing 
nature of the mucosa in colic cancer, I have come 
to feel that a primary subtotal colectomy is indi- 
cated in patients with a cancer of the colon lying 
between the hepatic flexure and the terminal 
portion of the sigmoid colon. In any such cir- 
cumstance, it is possible to excise the lesion to- 
gether with the entire lymphatic drainage area, 
without provoking persistent diarrhea. For a car- 
cinoma of the cecum, on the contrary, it is manda- 
tory to excise a fairly long segment of the termin- 
al ileum simultaneously, in order to get the en- 
tire lymphatic drainage area, a circumstance which 
would make primary subtotal colectomy for right- 
sided lesions undesirable, inasmuch as complete 
loss of the water-wringer of the gut (terminal 
ileum and right colon-) together with excision of 
the left colon would be followed by persistent 
diarrhea. In the patients with primary cancer of 
the left colon, for which primary subtotal colect- 
tomy has been done, an end-to-end anastomosis 
has been effected between the terminal ileum and 
the ileac colon at or just below the sacral promon- 
tory. 


A More Radical Attack upon Fixed Intraper- 
itoneal Lesions.—In this clinic over a period of 
several years, determined efforts have been made 
to attempt to extirpate fixed lesions. In the 
colon’and the stomach, for that matter, the pro- 
cedure is not too formidable. In colic lesions, the 
simultaneous sacrifice of an adherent loop of gut 
or the removal of a kidney because of fixation of 
the ureter or sacrifice of a portion of the abdom- 
inal wall may be necessary. In fixed gastric le- 
sions, the simultaneous sacrifice of the mid-trans- 
verse’ colon or a good portion of the pancreas may 
be necessary. In superficial spreading gastric 
lesions (Borrmann Type IV), total gastrectomy 
for juxta cardial lesions with simultaneous ex- 
cision of several centimeters of the lower reaches 
of the esophagus is in order—a maneuver which 
is made easier by dividing the crura of the dia- 
phragmatic canal. The developments in thoracic 
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surgery of the last decade have made excision of 
esophageal cancer a reality. The only portion of 
the operation which remains to be standardized is 
the operation for cancer of the cervical esophagus 
Excision of fixed pelvic cancers, whether of the 
rectum or the pelvic viscera, also must be under- 
taken by the surgeon. Disposition of the urinary 
outflow has deterred the surgeon in a frontal at- 
tack on fixed cancers of the rectum, cervix or 
bladder. However, preliminary skirmishes with 
such patients in this and other clinics have shown 
that it is feasible to remove such lesions and de- 
viate the urinary stream either to the skin or to 
the bowel. When refinements of surgical tech- 
nique in dealing with the problem of deviation of 
urine make the excision of such lesions possible, 
these cancers will cease to be labeled “inoperable.” 


Reoperation for patients with evidences of re- 
current cancer has long been regular practice 
among bold cancer surgeons. Such procedures 
are ordinarily unusually radical, unless the 
surgeon becomes dismayed by the magnitude 
of the undertaking and terminates the pro- 
cedure by mere exploration, a not infrequent 
occurrence. Such secondary reoperations for 
cancer test the fortitude of the patients too 
in many ways, demanding frequently multiple 
organ sacrifice and occasionally the accept- 
ance of external fecal or urinary stomas. | 
have the feeling, as indicated above, that early re- 
entry into the abdomen of Group C cases (those 
with lymph node involvement) before the termi- 
nation of the latent interval and the reassertion 
of symptoms (approximately twenty months), 
that general adoption of the policy of a “second 
look” in such cases, will not alone result in a larg- 
er number of cures in Group C cases but will 
make less necessary the very formidable proced- 
ures of the present occasional secondary oper- 
ation. 


In other words, the lode-star of the cancer sur- 
geon must come to be: extension of the possible. 
A number of years ago, I advocated and practiced 
excision of isolated hepatic metastases in suitable 
cases. Inasmuch as the liver regenerates rapidly, 
probably faster than cancer grows, I am sanguine 
enough to believe that by employment of a second- 
ary wiping-up operation, it may actually be feas- 
ible to remove extensive hepatic metastases if a 
portion of either hepatic lobe is relatively free 
from cancer, 
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More Extensive Operation for Cancer of the 
Breast with Axillary Metastases ——The disparity 
in accomplishment by the surgeon in patients with 
and without axillary lymph node involvement in 
cancer of the breast is only too well known. Yet 
surgeons have continued to perform the conven- 
tional Halsted operation which obviously is in- 
complete and inadequate for the patient exhibiting 
lymph node involvement. For a period of several 
months, I have been carrying out in such patients 
a super-radical Halsted operation. The clavicle is 
divided and the first rib is removed, permitting 
a much more complete dissection. The site of 
the juncture of the internal jugular and sub- 
clavian veins to form the innominate is un- 
covered and freed from all lymphatic-bear- 
ing tissue. The axillary vein and artery are 
laid bare for a distance of 12 to 15 cm, 
and the component parts of the brachial plexus 
are stripped of lymphatic-bearing tissue. A su- 
praclavicular lymph node dissection of the lower 
half of the neck is permitted. Extrapleural inci- 
sions are made in the intercostal spaces, permit- 
ting removal of the intercostal lymph nodes and 
the internal mammary vessels. More than half 
the patients with axillary lymph node involve- 
ment upon whom this operation has been done 
have exhibited evidences of cancer beyond the 
reach of the conventional Halsted operation. 
Moreover, the surgeon leaves the operation with 
the feeling that he has enhanced the chances of 
curing his patient. Only time will tell. 


Summary 


Man dreads cancer, and well he might when one 
contemplates the frequency with which it strikes 
and the large toll it takes. Approximately one 
out of every eight deaths is due to cancer. And 
between the ages of forty-five and sixty in women, 
approximately one out of every four deaths is due 
to cancer. Cancer of the colon and rectum, con- 
sidered as one organ, takes the largest toll in can- 
cer deaths. In the male, cancer of the stomach, 
the colon and rectum, the prostate and the lung are 
the most frequent causes of cancer mortality; in 
the female, these are cancer of the breast, uterus, 
colon and rectum, and the stomach. 


In men past seventy-five, cancer of the prostate 
is the most frequent cancer. Yet, up to the pres- 
ent time only palliative treatment has been advised 
for this cancer. The development of satisfactory 
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means of achieving urinary deviation may result 
in a more energetic attack upon this cancer. 


Whereas research is the promise and the hope 
of the future, the formulation of a realistic cancer 
program demands that more interest be focused 
by the medical profession upon the difficult task of 
earlier recognition. Until a biologic test for the 
detection of cancer becomes available, only careful 
organ scrutiny, employing screening tests and de- 
tailed and precise techniques of organ survey, can 
bring about the more regular detection of cancer 
in its earlier phases. Much as we lament the 
enormous labor of the Cancer Detection Center, 
what substitute for it is there today? In the light 
of the circumstance that the silent interval of 
cancer is in the area of twenty months, in our 
role as guardians of the health of the people, we 
cannot continue to await the development of symp- 
toms. We must seek out the patient who harbors 
the silent cancer. ‘The price of liberty is eternal 
vigilance” ; the cost of finding a single, symptom- 
less cancer is much labor. Is it worth it? Well, 
if life has any value, what would it be worth to 
any of us to have a cancer detected while it was 
still local? Yes, I believe the salvage of life by the 
tedious methods of the Cancer Detection Center 
will justify in superior accomplishment all the cost 
in labor and money. 

While striving to effect earlier diagnoses, which 
accomplishment will assure a high percentage of 
cancer cures, we must nevertheless struggle to deal 
more effectively with the late cancer. Re-entry 
of the abdomen of patients exhibiting lymph node 
involvement four to six months after the initial 
operation, with a view to a “second look” and 
excision of cancer sprouts, previously undetected, 
should result in a better accomplishment in such 
patients. We have been exploring this thesis on 
patients with colic cancer and are extending its 
employment to rectal and gastric cancer. In pri- 
mary cancer of the left colon, a primary subtotal 
colectomy is indicated. The surgeon should give 
more considered thought to the extirpation of 
fixed intraperitoneal lesions, whether of the colon, 
stomach, rectum or other pelvic viscera. In pa- 
tients with cancer of the breast, exhibiting axil- 
lary lymph node involvement, an extension of the 
operation to include an additional centrifugal 
group of lymph nodes in every direction appears 
justified. 

The increasing frequency with which cancer is 

(Continued on Page 1113) 
1105 





REVERSIBLE FORMS OF HEART DISEASE 


JOHN F. BRIGGS, M.D. 
Saint Paul, Minnesota 


FeO MANY years the diagnosis of heart dis- 
ease connoted a life of invalidism with prob- 
able death by virtue of the affliction. In recent 
years, however, the marked advances in medical 
science have not only enabled the heart patient to 
live a more useful life but also have shown that 
many forms of heart disease are entirely curable. 
It is important to remember that a normal heart 
or a heart that is only slightly diseased may show 
symptoms that are solely the expression of some 
extracardiac disease, and that this extracardiac 
condition may manifest itself entirely or largely in 
the cardiovascular system. As a result, the cardiac 
symptoms may be so marked that they completely 
overshadow the underlying extracardiac disease. 
As a result the patient is often considered a 
cardiac invalid, whereas recognition of the effect 
of the extracardiac disease with treatment direct- 
ed to the extracardiac condition usually brings 
about a reversibility in the cardiovascular symp- 
toms. Failure on our part to recognize that many 
extracardiac diseases are expressed clinically 
through the cardiovascular system has led to un- 
necessary invalidism and even death. In every 
cardiac patient we must constantly be aware of the 
possibility that the heart itself may not be actually 
diseased but that rather it is acting secondarily to 
other conditions in the body. It is only by recog- 
nizing these extracardiac factors before they pro- 
duce structural changes in the heart muscle that 
treatment of the extracardiac disease may be in- 
stituted sufficiently early for the patient to be 
cured. It is the purpose of this paper to point out 
in a general way some conditions that are mani- 
fested entirely or largely through the cardiovas- 
cular system, with the result that a normal or a 
previously damaged heart may be precipitated 
into actual cardiac failure. It is apparent that all 
of the diseases that may produce such changes can- 
not be listed in the space permitted, and under 
these circumstances only a brief mention will be 
made of the various illnesses that can affect the 
cardiovascular system 


We are familiar with the symptoms presented 
by the markedly obese patient. He frequently 
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complains of dyspnea, palpitation and precordial 
distress. Physical examination may often reveal 
an elevated blood pressure, and pretibial edema is 
not uncommon. The electrocardiogram may show 
an inverted QRS,, the “T” wave in lead III may 
be inverted, and the presence of a “Q” wave in 
lead III may be significant. The x-ray of the 
heart may also show that the heart is pushed up 
and apparently enlarged. All of the signs and 
symptoms presented by the patient are the result 
of the excess weight he carries, as well as the in- 
creased work placed on the heart by the larger 
blood volume associated with the obesity. Loss of 
weight through a reducing regime brings about a 
disappearance of the signs and symptoms enumer- 
ated above. In some types of obesity, the heart 
itself may actually play a role in the increased de- 
posit of fat. Normally there is more adipose tis- 
sue on the right side of the heart than on the left. 
If the adipose tissue in the heart follows the 
course of the increase of adipose tissue through- 
out the body, then there will be a marked infiltra- 
tion of fat on the right side of the heart. This in- 
filtration may progress to the point of producing 
right heart strain and right heart failure. Here 
again, weight loss brings about a return of the 
cardiac function to normal, for just as the adipose 
tissue throughout the body decreases, so does the 
adipose tissue in the heart decrease. In very 
severe toxic, anemic or infectious states, fatty 
metamorphosis may occur within the heart muscle. 
These lipids may accumulate within the cell to 
such an extent as to interfere with the function of 
the cell, and thus cardiac failure may ensue. If 
the etiologic agent producing the fatty metamor- 
phosis is a treatable lesion, then as the extra- 
cardiac lesion is cured, the secondary fatty meta- 
morphosis within the heart is cured and the heart 
regains its function. 

Acute blood loss produces very marked cardio- 
vascular symptoms in the form of shock. In addi- 
tion, a precordial systolic murmur associated with 
the acute anemic state is not uncommon. With 
restoration of the blood volume both the symptoms 
of shock and the murmur disappear. In the 
chronic types of anemia not only may there be a 
systolic murmur over the precordium, but upon 
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occasion a diastolic murmur may be heard over 
the pulmonary artery area. There is frequently 
an enlargement of the heart, and at times this 
hypertrophy may be very marked. The electro- 
cardiographic tracings usually reveal nothing sig- 
nificant. Here again treatment of the underlying 
cause of the anemia usually restores the cardiac 
function to normal. It is also important to recog- 
nize the effect of even mild degrees of anemia 
upon patients with degenerative forms of heart 
disease, such as coronary sclerosis. Disease of the 
coronary arteries may not be sufficient to produce 
either signs or symptoms, as sufficient blood is 
still being supplied to the myocardium. However, 
when these patients develop anemia, the reduced 
oxygen-carrying power of the blood plus the 
mechanical interference with the circulation in- 
cidental to the coronary sclerosis may be sufficient 
to produce marked anginal symptoms and even 
myocardial infarction may result. Here again, 
recognition of the effect of the underlying anemia 
upon the previously diseased heart and the suc- 
cessful treatment of the anemia invariably lead to 
clinical improvement. 

Avitaminosis, particularly a deficiency in vita- 
min B, sometimes produces reversible changes in 
the cardiovascular system. This is particularly 
true in those individuals who are malnourished as 
a result of either chronic wasting diseases, self- 
inflicted starvation, or in the malnutrition second- 
ary to chronic alcoholism. The diagnosis of beri- 
beri is made by having a high index of suspicion 
that such a condition may be present in malnour- 
ished cachectic patients. The diagnosis is fre- 
quently recognized when a patient with obvious 
heart disease’ fails to respond to the usual treat- 
ment of heart failure and then consequently re- 
sponds when his diet is adequate and supple- 
mented by vitamins. The symptoms of beriberi 
heart disease may vary from simple tachycardia 
to very marked congestive heart failure. It is the 
failure of the patient to respond to the ordinary 
cardiac regime and his response to a high caloric, 
high vitamin regime that establishes the diagnosis 
of beriberi. 

Some types of congenital heart disease are now 
cured by surgical intervention. The diagnosis of 
congenital heart disease can therefore no longer 
be considered of academic interest only. Patent 
ductus arteriosus, which is essentially an arterio- 
venous fistula between the aorta and the pulmon- 
iry artery, is readily cured by surgery. This 
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fistula, serving a useful purpose in intrauterine 
life, may persist after the first year of life and 
produce symptoms and cardiovascular distress. 
The diagnosis is apparent because of the ma- 
chinery hum murmur over the base of the heart, a 
high pulse pressure, absence of cyanosis, and 
usually the presence of a normal electrocardio- 
gram. Surgical closure of the ductus brings about 
a complete relief of the cardiovascular symptoms. 
Should bacterial endarteritis be present, the com- 
bination of operation with antibiotics and chemo- 
therapy also cures the condition. Coarctation of 
the aorta is an easily diagnosed condition when it 
is recalled that in this disease there is hypertension 
in the upper extremities and hypotension in the 
lower extremities. Various murmurs may be 
heard, but the diagnosis depends upon determin- 
ing the presence of the hypertension in the upper 
extremities and the hypotension in the lower ex- 
tremities. This is easily accomplished by simul- 
taneously palpating the radial and femoral arteries 
during every routine examination. The removal of 
the coarctation with the end-to-end anastomosis of 
the aorta effects a cure in these patients. Cyanotic 
heart disease is omitted in this discussion, for the 
procedures are palliative rather than curative. 
Anomalous vessels occurring about structures in 
the neck are also easily diagnosed and easily cured 
by the surgeon. 

Arteriovenous fistulas may be either acquired 
or congenital. In either event, they may produce 
very marked disturbances in the cardiovascular 
system. The diagnosis of the arteriovenous fistula 
and then the surgical correction of the lesion re- 
sults in the disappearance of the cardiovascular 
symptoms. 

Endocrine disturbances are frequently associat- 
ed with marked changes inthe cardiovascular sys- 
tem. Addison’s disease with associated hypoten- 
sion, small heart, and signs of peripheral collapse 
is familiar to all of us. With the use of proper 
cortical extracts, saline solutions and the like, the 
cardiovascular symptoms promptly disappear, 
blood pressure returns to normal and the heart to 
normal size. Hyperfunction of the adrenal gland 
in the form of a pheochromocytoma causes vas- 
cular crises, paroxysmal or prolonged hyperten- 
sion, headaches, collapse, et cetera. Here again, 
recognition of the tumor and its surgical removal 
brings about relief to the patient. Hyperthyroid- 
ism may express itself through the cardiovascular 
system in the form of simple tachycardia, par- 
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oxysmal tachycardia, paroxysms of auricular 
fibrillation or even persistent auricular fibrillation. 
It is not uncommon to have a slight elevation in 
the systolic blood pressure, and the patient may 
be dyspneic as a result of the increased demand 
for oxygen. Proper preparation of the patient and 
surgical removal of the diseased gland relieves the 
symptoms. At times, a mild hyperthyroidism may 
be sufficient to precipitate severe heart failure in 
the middle-aged or aged person with degenerative 
heart disease. Here again, relief of the hyperthy- 
roidism aids in the return of the cardiac function 
to its previous state. Myxedema is not an uncom- 
mon disease. The symptoms and signs of myx- 
edema are manifold and often involve the cardio- 
vascular system. These patients frequently have 
a very characteristic type of electrocardiographic 
tracings with low voltage and low voltage “T” 
waves or even inversion of the “T” waves. 
Treatment with thyroid gland invariably relieves 
the cardiovascular symptoms. 


We can no longer consider that hypertension is 
incurable. Hypertension associated with coarcta- 
tion of the aorta, with arteriovenous fistulas, with 
hyperthyroidism, with pheochromocytomas, with 
unilateral renal disease and certain types of kidney 
tumors can be cured by appropriate surgical treat- 
ment. 

Formerly, acute bacterial endocarditis, subacute 
bacterial endocarditis and the acute and subacute 
forms of endarteritis, were almost always fatal. 
With the advent of antibiotics and chemotherapy, 
many of these patients are promptly cured and 
are returned to an active normal life and the 
heart and the cardiovascular system may be re- 
turned to its previously normal or inactive in- 
volvement. 

Pericarditis is not an uncommon disease, and 
the acute forms are easily recognized and usually 
heal spontaneously. There is one form, the idio- 
pathic relapsing type of pericarditis, which simu- 
lates coronary thrombosis with myocardial infarc- 
tion. Failure to recognize that the lesion is peri- 
cardial rather than myocardial may lead to in- 
validism. The disease is readily diagnosed by the 
history, by the physical findings and by the elec- 
trocardiographic tracings which reveal the signs 
associated with pericarditis. This condition also 
leaves no residue, and the patient, after the acute 
illness has subsided, may have a normal cardiovas- 
cular system. It is possible for a chronic type of 
pericarditis to develop and over a period of years 
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the increase in fibrous tissue compresses and con- 
stricts the heart. This constriction may develop to 
such an extent that it interferes with cardiac func- 
tion. When it does so, the venous pressure be- 
comes elevated, the peripheral pulse becomes small 
and systemic blood pressure falls. There is an in- 
creasing amount of edema, the liver enlarges, and 
the symptoms resemble those of cirrhosis of the 
liver. The triad of the increased venous pressure, 
the small peripheral pulse and the decreased sys- 
temic blood pressure suggests the diagnosis. On 
physical examination, the heart is usually small, 
murmurs are seldom heard and the heart is fre- 
quently silent. On fluoroscopic examination the 
heart seems to pulsate but little. An electrocardio- 
gram has a characteristic pattern. Recognition of 
the syndrome, surgical removal of the constricting 
pericardium relieves the condition. Acute cardiac 
tamponade may occur either as the result of infec- 
tions or injury to the pericardium and the like. 
Here, as a result of the rapid accumulation of 
fluid within the pericardial sac, the heart is com- 
pressed and we have a rapid rise in the venous 
pressure, a fall in the systemic blood pressure and 
a very weak and rapid pulse. The cardiac sil- 
houette is enlarged on x-ray and physical examina- 
tion. Removal of the fluid, either by paracentesis 
or by surgical means, relieves the condition. 


Pulmonary heart disease in the acute form is 
best recognized in the form of pulmonary infarc- 
tions. Here acute right heart strain results from 
the pulmonary embolic phenomena. The diagnosis 
is frequently made from the history of a recent 
surgical procedure or long confinement to bed 
from one cause or another; the patient suddenly 
experiences a severe chest pain, goes into collapse, 
becomes cyanotic and even moribund. The symp- 
toms are quite distinct from those of a coronary 
thrombosis. Here the electrocardiogram has also 
a characteristic pattern, and treatment directed to 
support the cardiovascular system usually results 
in recovery. Some forms of chronic cor pulmonale 
are reversible. The accompanying right heart 
strain is secondary to some chronic disease of the 
lung or thoracic cage. It is possible that anti- 
biotics, chemotherapy, or surgical procedures ad- 
ministered for the lesions of the lungs or the 
thoracic cage may bring about a relief of the right 
heart strain. Many mechanical disturbances of 
the thoracic cage may produce profound altera- 
tions in the cardiovascular function. These are 
best seen in individuals with kyphoscoliosis, or in 
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those who suffer from acute compression of the 
mediastinum and heart as a result of injury or 
displacement of the heart from any cause. Here 
again, treatment directed toward the offending 
mechanical agent will usually relieve the cardio- 
vascular symptoms. 

In conclusion, some examples of cardiovascular 
disease have been listed wherein the heart itself 
may be normal or only slightly diseased, but by 
virtue of extrinsic factors acting upon the heart 
or through the cardiovascular system, the heart is 
precipitated into severe congestive heart failure. 
As a result, the patient may become invalided and 
even may die as.a result of this disturbed cardio- 
vascular function. If recognition of the extra- 
cardiac disease is made early before structural 
changes in the heart become irreversible, treat- 
ment of the extracardiac disease will usually 
result in cure. Failure to recognize extrinsic fac- 
tors as they express themselves in the cardiovas- 
eular system usually leads to irreversible changes 
in the cardiovascular system with ultimate cardiac 
death. The saying is applicable to the heart that 
it is more often sinned against than sinning. 


Discussion 

Dr. JosepH Bore, Saint Paul: Dr. Briggs has called 
our attention to certain heart conditions which are 
amenable to treatment because the factors which damage 
the heart, or which lead to heart failure secondary to 
heart strain, can be removed or their effects materially 
lessened. This emphasizes the need for accurate diag- 
noses in all cases of heart strain and heart failure in 
order that proper measures for their correction may be 
instituted. 

Properly speaking, there are few chronic or acute in- 
fectious diseases which may not in some way cause in- 
terference with proper heart function, but in most of 
these it is not necessary for us to particularly direct our 
attack on the cardiac manifestations since these will sub- 
side with satisfactory response of the underlying dis- 
ease. It is not to these conditions that our attention is 
being drawn, but rather to conditions in which the 
cardiac manifestations are paramount at some time or 
other and therefore must be distinguished from the 
heart diseases which may produce similar clinical pic- 
tures, but in which organic changes are irreversible, 
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such as the valve deformities of rheumatic disease, 
the vascular changes of arteriosclerosis, and the hy- 
pertrophy of hypertension arteriovenous aneurysm or 
other cause. 


The so-called reversible heart conditions then may be 
divided into (1) conditions in which structural heart 
change leads to disability, such as the congenital defects 
and the results of inflammation which lead to constric- 
tive pericarditis, and (2) conditions in which extra- 
cardiac etiologic factors lead to syndromes in which the 
cardiac manifestations are of major importance. Dr. 
Briggs has discussed conditions in which dramatic re- 
covery from disabling heart disease can be obtained by 
proper treatment. Other conditions, while relatively in- 
frequent, are sufficiently numerous in the aggregate to 
form a sizable important group which is frequently over- 
looked because consideration is not given to the possi- 
bilities and sufficient attention has not been called to 
them. 


The dramatic accomplishments of the surgeon in al- 
leviation of the disability due to traumatic injury and to 
congenital defects speak for themselves. I should like, 
however, to call attention to the difficulties of accurate 
diagnosis in some of these and to emphasize the need for 
thé most exhaustive study possible of these cases. This 
may not be possible by even the most experienced car- 
diologist practicing alone, and the development of group 
study by competent investigating teams will probably be 
the answer. Too few cases of this type are seen by the 
individual doctor, and mistakes in diagnosis can be 
averted only by most careful study. 


Disturbances of function, such as neurocirculatory as- 
thenia and paroxysmal disturbances of rhythm, may not 
be easy to diagnose at times, but when recognized their 
response to treatment is often gratifying. Severe nutri- 
tional disturbances in obesity, scurvy, beriberi, and 
rickets, produce myocardial insufficiency. Severe 
anemia, especially pernicious, may be responsible for 
angina pectoris. 


Endocrine diseases also may account for heart disabil- 
ity, as seen in adrenal tumors and the thyroid conditions 
which have been discussed. And finally, the cardiac 
failure secondary to hypertension has been demonstrated 
to be reversible in certain patients who have satisfactorily 
responded to sympathectomy. 


Dr. Briggs, therefore, has done us a distinct service 
in calling our attention to these conditions. To recog- 
nize them, our index of suspicion must always be high, 
and the reward will be gratifying to both the patient 
and physician. 





BABIES AND POLITICAL STRATEGY 


From Tel Aviv, Palestine, comes the report that the 
Israeli Government has recently decided to provide a 
baby bonus of $300 to each mother who bears her tenth 
child. This is the opposite of the Canadian baby bonus 
plan where the payment decreases after the birth of the 
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fourth child. No doubt the Israeli bonus will inspire 
some mothers to raise large families—despite the fact 
that most Oriental countries consider the high birth rate 
a problem. 


—Briefs, October, 1949. 
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SLIPPING OF THE CAPITAL FEMORAL EPIPHYSIS 


S. W. SHIMONEE, M.D. 
Saint Paul, Minnesota 


PIPHYSEAL or adolescent coxavara is a 

condition in which the femoral neck or me- 
taphysis rides or slips out of its normal position 
beneath the head, rotates externally and rides 
up in relation’ to the head. This usually occurs 
gradually but may slip acutely. Varying degrees 
of displacement are observed when the patient is 
first seen. Upon the degree of slipping depend, 
in large measure, the results which are obtained 
by treatment. Early diagnosis before gross de- 
formity has already developed is paramount for 
the best results. Untreated persons at an early 
age develop severe symptoms of hypertrophic 
arthritis or, as it is often termed, malum coxae 
senilis. 

In 287 cases of hip joint disease observed in 
adolescents under twenty, this condition was noted 
in twenty-six by Brailsford. Eighteen were male 
and eight female. 

The etiology is obscure. Rickets is probably 
a factor in some cases. It is often seen in the 
Froehlich type of obese patient, but this may be 
due to the added stress and strain of excessive 
weight rather than directly resulting from glan- 
dular dysfunction. Acute displacement may be the 
direct result of trauma. We do not know the 
cause in the majority of cases. 


The typical case will be an adolescent between 
ten and eighteen, complaining of pain in the region 
of the hip joint, often about the knee, and vague 
subacute pain in the thigh. One should be sus- 
picious of hip joint disease when discomfort is 
localized only to the knee or thigh. Limp will 
often be noted, particularly by the parents. Symp- 
toms will have been present for a varying time. 
It will be stated that rest relieves symptoms. On 
examination some limitation of hip motion will 
be demonstrated, varying greatly with the degree 
of slipping which has occurred when the patient 
seeks aid and with the severity of the symptoms. 
Limitation of internal rotation should be partic- 
ulary noted. In early cases a mere sense of resist- 
ance to internal rotation when rolling the ex- 
tremity with the palms of the examiner’s hands 
may be the only positive diagnostic sign. Fixed 
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Fig. 1. (above) Extreme slipping of the upper femoral 
epiphysis. This case would require reduction or osteotomy of 
the neck. 


Fig. 2. (below) Case of degenerative changes developing in 
a previously slipped epiphysis which was untreated. 


external rotation will be present in the cases with 
marked separation. It will be noted even in some 
early cases that when the hip is flexed, it tends 
to rotate externally. It will not be possible to 
rotate the flexed hip internally in the advanced 
cases, and fixed external rotation will be present. 
Shortening will not be noted unless marked de- 
formity is present. A limp favoring the affected 
side and toeing out may be noted. Hyperextension 
will be limited. The hip will be adducted, and 
abduction, therefore, will be limited even in some 
early cases. 
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Fig. 3. (above) and Fig. 4 (below). Minimal slipping nailed 
without reduction. The epiphysis closed six months after nailing. 
No apparent residual disability. 


Similar physical findings are noted in tubercu- 
losis of the hip and in Perthes’ disease. The 
X-ray picture is diagnostic. The x-ray findings 
will vary with the degree of malposition of the 
head in relation to the neck. In early cases, 
termed the pre-slipping stage, it is stated by some 
observers that thickening of the neck or metaph- 
ysis and accentuation of the space between head 
and neck may be the only sign. However, this 
pencil line distinctness of the epiphyseal shadow 
is due to rotation of the neck on the head, and, 
in my experience, these cases will also show a 
narrowed shadow of the head in the anteropos- 
terior view and some distortion of the normal 
relationship of the head and neck in the lateral 
view. The metaphyseal thickening is found con- 
stantly, and, where observed, this condition should 
be suspected. As the condition advances, the neck 
rides up so that its superior border lies in the 
same plane with the top of the head in the 
anteroposterior view, and the lower border of 
the head may be in line with the lesser trochanter. 
In the lateral view, almost complete rolling out 
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Fig. 5 (above) and Fig. 6 (below). Minimal slipping nailed in 
situ. Apparently cured without disability. 


of the neck from under the head may be observed. 
In the final stage of the process the typical pic- 
ture of the hypertrophic hip is demonstrated. 
When the diagnosis is made, weight bearing 
should be rigidly prohibited until treatment can 
be instituted. Cases have been observed in which 
there is sudden and complete separation. In cases 
with minimal slipping, internal fixation without 
altering the position gives excellent results. Light 
traction followed by gentle manipulation and in- 
ternal fixation is sometimes successful. Open re- 
duction is favored over forceful manipulation. 
The latter seems to further limitation of motion. 
Removal of a bone wedge may be necessary to 
obtain normal. head and neck relationship. 

In conclusion, I would stress the importance of 
early diagnosis. Where marked deformity is al- 
lowed to occur, the patient’s activities are severely 
limited. Early in life, the typical hip of old age 
develops, necessitating reconstructive procedures 
and acceptance of a sedentary existence, deprived 
of the pleasures of even noncompetitive sports and 
slightly rigorous occupations. 
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THE PRESENCE OF SODIUM IN NATURAL WATER AND SOFTENED HARD 


WATER IN RELATION TO LOW SODIUM DIETS 


C. B. NELSON, M.D., M.P.H., H. R. SHIPMAN, M.S., and DEAN TAYLOR, B.Ch.Eng. 
Minneapolis, Minnesota 


NTEREST in the use of low salt diets for 

treatment of hypertension has recently been 
Stimulated by reports in which the intake of 
sodium chloride is rigidly controlled. In the “rice- 
fruit-sugar” diet for treatment of hypertensive 
vascular disease, Kempner* states that this diet 
contains not more than 200 mg. of chloride and 
150 mg. of sodium. Grollman® reported the use 
of a 2,000 calorie diet containing less than 1.0 gm. 
of sodium chloride. Schroeder,® summarizing the 
literature, reported the use of diets in which the 
sodium content ranged from 200 to 400 mg. of 
sodium per day. At the University of Minnesota 
Hospitals,’ the daily intake of sodium in such 
diets is limited to 200 mg. of sodium or approxi- 
mately 0.5 gm. of sodium chloride. 

Gorham? has reported beneficial results with 
the restriction of sodium chloride to less than 1.0 
gm. in treatment of cardiac failure with edema. 


In view of this drastic reduction of sodium in 
these diets, it can readily be seen that any extra- 
neous addition of sodium to the diet, such as from 
the water supply, even in small amounts, would 
offset the restrictions of the diet. With this in 
mind and considering that sodium chloride restric- 
tion may be of importance in other conditions such 
as kidney disease and pregnancy, it was decided to 
make a study of natural waters as they occur in 
Minnesota to determine the presence of sodium, 
and to show in other instances the effect of water 
softeners on the presence of sodium in the soft- 
ened water supply. 

Water samples were collected during April 
and May, 1949, from a number of municipal sys- 
tems in those parts of Minnesota where previous 
analytical determinations indicated that sodium 
might be present in the ground water. Since sur- 
face water supplies such as are obtained from 
lakes and rivers are normally low in sodium, no 
waters of this type were examined during this 
study. Sodium concentrations were determined 
gravimetrically in the water laboratory of the 
Minnesota Department of Health by the method 


Dr. Nelson is associated with the Section of Preventable Dis- 
eases and Mr. Shipman and Mr. Taylor with the Section of 
Environmental Sanitation, Minnesota Department of Health, 
University Campus, Minneapolis, Minnesota. 
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TABLE I .« 








Sodium Concentration (p.p.m.) 





Municipality County in Municipal Water Supply 
Bricelyn Faribault 92 

Stewart McLeod 84 

Hector Renyille 131 

Olivia Renville 104 (East well) 

Olivia Renville 105 (West well) 

Barry Big Stone 568 

Danube Renville 103 

Bird Island Renville 70 

Brooten Stearns 17 





of Kolthoff and Sandell,5 and ranged from 17 to 
568 parts per million. 


The results of this spot check of municipal sup- 
plies are shown in Table I. 


Concentrations expressed as parts per million 
are the same when expressed as milligrams per 
liter, that is, 568 parts per million is 568 mg./ 
liter of water. From these results, it is reasonable 
to believe that other municipal wells and many 
private farm and home wells contain significant 
amounts of sodium. 


Where hard waters occur, water softeners of 
the zeolite base exchange type are in use through- 
out this and most other states in homes and mu- 
nicipalities. The home softening units may be 
either of the type which is replaced at periodic in- 
tervals by a service company or of the type which 
is recharged by the home owner through introduc- 
tion of salt or salt brine. 


The exchange process takes place in a manner 
similar to the following equation: 


MgSO, Mg zeolite 

CaSO, + Na zeolite > Ca zeolite + Na,SO, 
CaCl, 

MgCl, 


Na,SO, = 2Na* + SO,-- 


In this equation the calcium, magnesium and a 
few other ions tied up with such anions as sul- 
fates, carbonates, bicarbonates, chlorides, et cet- 
era, are replaced by sodium. This means that the 
harder the water, the greater the concentration of 
sodium found in the softened water. In order to 
demonstrate what such hardness will yield in 
terms of sodium after softening by the zeolite 
process, a few of the municipal waters are listed 
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TABLE II 





Hardness in Resulting 
Terms of Sodium 
de> Concentration 

alcium in Terms of 





Municipality County Carbonate p.p.m. Sodium 
Alberta Steve 830 380 
Alvarado Marshall (South 1160 530 
Canby Yellow Medicine a 420 
Currie Murray 200 550 
Fairfax Renville 790 330 
Hills Rock 1050 480 
Jeffers Cottonwood 1700 7380 
Lewisville Watonwan 1200 550 
Ortonville Big Stone 830 380 
Round Lake Nobles 1100 500 
Slayton Murray 1100 500 
Wilmont Nobles 1800 825 





in Table II, together with the sodium concentra- 
tion that would result if the water were com- 
pletely softened. 


For those water supplies for which the hardness 
is known, the sodium concentration can be readily 
obtained by multiplying the hardness concentra- 
tion expressed as CaCO, by a conversion factor 
of .46. Thus, a water supply which has a hard- 
ness of 1,000 parts per million as CaCO, would 
have a sodium concentration of about 460 parts 
per million if it were completely softened by be- 
ing passed through a zeolite unit. 

It becomes evident that zeolite-softened water 
and natural waters high in sodium have a definite 
significance wherever sodium-free diets are pre- 


LOW SODIUM DIETS—NELSON ET AL 





scribed if this water is used for drinking purposes. 
As a matter of policy, it seems advisable for phy- 
sicians to check on all waters used by patients on 
such diets, to determine (1) that the natural wa- 
ter is low in sodium and (2) that no water is 
consumed which has been passed through a zeolite 
softener. 


Summary 


Analytical data are presented to show that a 
number of natural ground waters in Minnesota 
contain significant concentrations of sodium and 
that all hard waters passed through zeolite soft- 
eners will be high in sodium. 

These data are presented in order that physi- 
cians who may prescribe low sodium diets may 
know that significant amounts of sodium may be 
introduced through the water intake. 
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THE SURGEON AND THE CANCER PROBLEM 


(Continued from Page 1105) 


being cured brings the comfort of hope to poten- 
tial and actual cancer sufferers. The consideration 
of a large initial operative mortality is no longer 
an important deterrent. The only dread should 
be the fear of neglect. 

A series of intelligent questions will have to be 
directed by the cancer investigator at the cancer 
diathesis. Each question answered enhances the 
likelihood that we may ultimately have a satisfac- 
tory answer to these questions which occupy the 
minds of all of us. 


References 
1, Dublin, L. I.: Recent prestess in cancer control. Statis- 
tical Bull. Metropolitan Life Ins. Co., 30:1-4, 1949. 


NOVEMBER, 1949 


2. Friesen, S. R.: The silent interval in gastric cancer. J. 
Nat’l Ca, Inst. (in press). 

3. Moore, G. E.; State, D.; Hebbel R.. ard Treloar, A 
Carcinoma of the stomach. Surg. Gynec. & Obst., 87':513- 518, 

4. State, D.; Varco, R. L., and Wangensteen, O. H.: An at- 
tempt to identify likely precursors of gastric cancer. J. 
Nat’l Ca. Inst., 7:379-384, 1947. 

5. State, D.; Moore, G. E., and Wangensteen, O. H.: Car- 
cinoma of the stomach. J.A.M.A., 135:262-267, 1947. 

6. State, D.: Personal communication, 1949. 


Wangensteen, O. H.: The surgical problem of gastric can- 

cer with special reference to (1) the closed method of gas- 

tric resection, (2) coincidental hepatic resection, and (3) 

preoperative and postoperative management. Arch. Surg., 

46:879-906, 1943. 

8. Wangensteen, O. H.: Technical suggestions in the perform- 

ance of total gastrectomy. Surgery, 25:766-775, 1949. 

9. Wangensteen, O. H.: Cancer of the colon and rectum. Wis- 
consin M. J., 48:591-597, 1949. 

10. Wangensteen, O. H.: The cancer problem today (Sigma Xi 
Lecture on Cancer), Journal Lancet (in press). 

11. Wangensteen, O. H.: Remarks upon reperitonealization in 

extensive operations for cancers in the lower abdomen. Tr. 

Am, Surg. A. (in press). 








Case Report 





VESICOVAGINAL FISTULA CURED WITHOUT MAJOR SURGERY 


R. C. RADABAUGH, M.LD., F.A.C.S. 
Hastings, Minnesota 


HE CASE I am presenting is that of a vesicovaginal 

fistula, which appeared ten days after I had per- 
formed a complete abdominal hysterectomy on October 
3, 1935. Confirmation of the suspected vesicovaginal 
fistula was obtained by instillation of methylene blue 
solution into the bladder and its subsequent detection 
in the vagina. About three weeks later, upon a more 
thorough examination of the vaginal field, the fistula 
was found to be in the two to three o’clock position in 
the vaginal wall two-thirds of the distance posterior to 
the internal labia on the left side of the vagina. 

Two months after the operation, when the chances of 
injury to the operative field were minimized, a cysto- 
scopic examination was performed; the site of the fis- 
tula in the bladder was located, and it was determined 
that the ureters and trigonum vesicae were intact. 


The fistula was about the diameter of a small darn- 
ing needle and through it.about one-third of the total 
urinary excretion drained off from the bladder. This 
necessitated the wearing of a napkin to catch the drain- 
age of urine from the vagina. When a snake-eye 
catheter was- inserted in the bladder so that no back 
pressure of urine existed, only a small amount of urine 
drained through the fistula. : 

The operative method of treating the fistula was dis- 
cussed with the patient, but she was very much opposed 
to further surgical treatment. We then considered the 
chance of treating the fistula by injection of sclerosing 
solution about the fistulous opening. Although a cure 
could not be foretold with any certainty, the patient 
readily consented to this procedure. 


The patient was hospitalized for four days and a self- 
retaining catheter was maintained in the bladder during 
that time. On April 29, 1936, the fourth day in the 
hospital, the catheter was removed at 5:00 a.m. to 
allow the bladder to fill, and at 8:00 a.m. the patient 
was taken to the operating room and a general anes- 
thetic administered. The patient was placed in the 
dorsal recumbent, moderate Trendelenburg position. 

Vaginal retraction was accomplished by a self-retain- 
ing weighted vaginal retractor inferiorly and a Sims’ 
vaginal retractor anteriorly and somewhat to the left, 
held by the assistant, thus bringing the fistula into the 
field of vision. A 5 c.c. glass tonsil syringe containing 
5 per cent sodium morrhuate sclerosing solution, with 
an angular tip tonsil needle, was held in the right 
hand. The tip of the angular tonsil needle was care- 
fully placed in the posterior portion of the fistulous tract, 
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Fig. 1. (above) Site of vesicovaginal fistula. 
_ Fig. 2. (below) Obliteration of vesicovaginal fistula by in- 
jection. 


about % inch from the tract in the vaginal mucosa, and 
a bleb of about 5 or 6 minims was injected. This was 
in the twelve o’clock position to the fistulous opening. 
The same procedure was carried out in the four o’clock 
and the eight o’clock position of the fistulous opening. 
There was a distinct difference noted in the resistance 
to the needle of the vaginal mucosa and the bladder wall. 
This made it possible to inject into the vaginal mucosa 
and the outer muscular coat of the bladder wall and 
not into the bladder lining. We then tested and found 
we had closed the fistulous opening. This was deter- 


* mined by instilling into the bladder, 50 c.c. of methylene 


(Continued on Page 1128) 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


(Continued. from the October issue.) ‘ 


When in June, 1867, an appointee was named to finish the term for which 
Dr. Galloway had been elected in 1865, the Rochester City Post stated: “We have 
a coroner in Olmsted County, a much needed officer. The vacancy which has 
so long existed in this important office has been filled by Mr. L. L. Benjamin 
who will fill it faithfully and well.” In the following November Mr. Benjamin 
was elected coroner. He served his full term, and subsequently from time to 
time acted as deputy coroner. 


The remainder of the record is clearer. Dr. W. W. Mayo, elected coroner in 
1869, served one term. He was succeeded by Alfred Blanchard, a layman, who 
served one term. Dr. Galloway was re-elected in the autumn of 1873; evidently 
part of this term was filled by N. E. Gaskill. Dr. G. W. Nichols was coroner in 
the period of 1874-1877, and Dr. F. R. Mosse in 1878-1879. Dr. Nichols, re- 
elected in November, 1879, moved to Dakota Territory in June, 1880, and Dr. 
E. T. Sedgwick was appointed to fill the vacancy. Dr. Mosse again was elected 
in November, 1880, and served through 1894. Dr. A. S. Adams held the office in 
1895-1896, Dr. Mosse in 1897-1910, and Dr. J. E. Crewe from January, 1911, 
well into 1946. 


The Sick Poor and County Physicians.—One of the early acts of the first terri- 
torial legislature of Minnesota was to pass a law providing for relief of the 
indigent, whereby relatives of the poor were primarily responsible for their sup- 
port. When solvent relatives were lacking, each township was required to provide 
financially for the resident poor, the actual care being under supervision of the 
county board of commissioners. In the records of Olmsted County the first men- 
tion of paupers and foundlings occurs in the commissioners’ proceedings for Jan- 
uary 5, 1857. The commissioners were authorized to build or provide a work- 
house for the accommodation and employment of public charges, and accordingly 
the Olmsted'County Poor Farm was established in 1868; three changes of location 
of this home were made before 1900. After the Civil War the large number of 
soldiers’ orphans left destitute in this county and throughout the state required 
frequent state legislation, between 1865 and 1879 for their relief. Laws provid- 
ing for improvement in the care of the poor, including foundlings, orphans and 
the aged, are a matter of record. 


In Olmsted County the commissioners, in addition to providing suitable support 
for the poor, supplied also, if necessary, medical care to all indigent persons who 
had resided in the county for one year prior to application for aid. In 1864 the 
office of county physician was established by the legislature, for the purpose of 
furnishing medical aid to the sick poor. These physicians were appointed by the 


NoveMser, 1949 


1115 





1116 





HISTORY OF MEDICINE IN MINNESOTA 


county board to serve at its pleasure. After answering a first call from a sick 
person, a county physician made additional calls only on order from the commis- 
sionets. In some counties, as in Olmsted, the position of county physician rotated 
among the physicians in the various districts ; in an occasional district the position 
was held by one man in what amounted to almost a life tenure. For a time at 
least, in Olmsted County, physicians submitted sealed bids for appointment. All 
county physicians furnished medicines and other therapeutic supplies. 

In an occasional year some of the townships of Olmsted County did not have 
official county physicians, in which case the local physicians attended the sick poor 
and in due course presented their bills to the county commissioners for payment. 
Compensation of county physicians in Olmsted County was about 60 per cent of 
the usual professional rates and ranged from $48 to $250 annually depending 
on the size of the territory served and on the variety of duties, as will appear. 

Although the records consulted are not complete, there is evidence that at one 
time or another many physicians of Olmsted County, and among them some of 
the most able, administered officially to the poor. A few names taken at random 
from different years are given here: 

The first comment noted about a city physician (appointed by the county com- 
missioners) for Rochester concerned the appointment of Dr. W. A. Hyde in 1864. 
In January, 1870, Dr. B. J. Kendall, of Marion, was named physician for the 
Olmsted County Poor Farm, and Dr. Hector Galloway, county physician. In 
March, 1872, five county physicians were appointed, one for each commissioner 
district. From March, 1873, to March, 1876, the county had three such phy- 
sicians : during this period, in March, 1874, there were appointed Dr. E. C. Cross, 
for the city of Rochester and ten townships including Rochester Township, Dr. 
C. E. Teel, of Eyota, and Dr. J. F. Slocum, of Marion, at annual salaries of 
$110, $48 and $150, respectively. 

Beginning in 1876 and continuing through 1913, one county physician was 
appointed periodically to serve the city of Rochester and to attend the inmates at 
the poor farm; in the nineties this service was extended to include attendance at 
all examinations of insane persons before the judge of probate. This multiple 
office commanded $250 a year. 

From 1876 to 1881, inclusive, there were five county physicians: In 1878, for 
example, Drs. H. Galloway and F. A. Sanborn jointly for the city of Rochester 
and six townships and the poor farm; Dr. I. M. Westfall, of Eyota, for the village 
of Eyota and six townships; Dr. I. H. Orcutt, of Byron, for the village of Byron 
and three townships. In 1880 Dr. G. W. Nichols served the Rochester district ; 
Dr. J. N. Farrand, of Oronoco, his village and three townships; Dr. I. H. Orcutt, 
Byron and three townships; Dr. A. W. Stinchfield, Eyota and four townships; 
and Dr. M. A. Trow, of Chatfield, the townships of Elmira and Orion. As stated 
previously, Chatfield lies partly in Elmira Township, Olmsted County, and partly 
in Fillmore County. From 1881 to 1890, inclusive, seven county physicians were 
appointed ; in 1891, eight; and in 1898, five. 


Vital Statistics —In accordance with the state law passed in 1869 the official reg- 
istration of births and deaths in Olmsted County began in 1870. Issues of 
Rochester newspapers from that year forward give condensations of annual reports 
on these statistics, and also indicate that for several decades considerable difficulty 
was encountered by the authorities of the county in enforcing the law of registra- 
tion, especially the recording of births. On May 6, 1871, the Rochester Post 
stated: “All births taking place in this city must be reported promptly to the city 
recorder. The law requires this under severe penalty. New parents will take 
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notice.” The same paper on January 9, 1891, said: “Reports of births. The 
law requires that all births shall be reported every year to the city health officer. 
This law has not been complied with in this city the past year and unless those 


interested report to Health.Officer Mosse immediately, the penalty, a fine of $10, 
will be inflicted.” 


Olmsted County and Rochester were not the only delinquents. Dr. H. M. 
Bracken, secretary of the State Board of Health and Vital Statistics, in presenting 
to Governor Lind, on December 30, 1900, the report on vital statistics in the state 
for the period of 1894-1897, wrote: “It would seem that the laity should recog- 
nize the importance of records of births and deaths as bearing upon such legal 
documents as wills, et cetera, and that physicians and midwives would comply 
with the law demanding reports of births and deaths. In spite of all efforts 
of this board, returns are very imperfectly made, and many local officers fail 
to enforce the law requiring reports.. As a result of this negligence Minnesota 
is still classed with the ‘nonregistration states’ by the census bureau at Washing- 
ton.” He expressed the hope that before another decade had passed, the reports 
of births and deaths from Minnesota might be in such form as to insure proper 
recognition by the federal government. 

The death rate in Olmsted County for many decades hovered around 1 per cent. 
In 1891 the death rate in Rochester was 11.6 per thousand, less than in any 
other city in the state. The computation in that year, as in every other year subse- 
quent to 1879, excluded the deaths among patients at the state hospital, those 
patients being considered nonresidents of Rochester. 


Public Health—In the pioneer years, living conditions in Olmsted County and 
other counties of Minnesota were crude, and measures for sanitation were primitive 
or lacking. That was the period, long continued in isolated communities, of indi- 
vidualism in matters of health. The early physicians met problems of public nui- 
sance, endemic disease and epidemic disease as best they could, but their knowledge 
and experience were inadequate, and the laity were uninformed or indifferent, many 
of them ignorant and superstitious. Disregard of cleanliness produced much nui- 
sance and illness, and mistaken personal independence of conduct, in the presence of 
contagious disease, multiplied hazards in communities. Certain residents of for- 
eign extraction, for instance, declared that smallpox and diphtheria were acts 
of God and, even when members of their households were ill with one of these 
diseases or other communicable disease, went deliberately from home to home 
among their friends and into churches, stores and other public places. 


With increasing population and livestock and with unclean sties, stables and 
latrines close to dwellings, came myriads of houseflies. The late Charles N. 
Ainslie (as stated earlier, Mr. Ainslie from 1906 to 1930 was a member of the 
Federal Bureau of Entomology in Washington, D. C.), who came to Rochester 
in 1862 as a child, said in his memoirs (1938), in discussing early conditions of 
living in Olmsted County: 


The slogan, “Swat the Fly,” originated by Dr. L. O. Howard,* . . . had never been heard 
during my younger days, and flies were considered a necessary though, of course, unpleasant 
nuisance. They swarmed in the houses, for screen had not been then invented, and mosquito 
netting had not come into use. We used to have a lively time driving the flies from our 
house when they had become too numerous. We darkened all the windows but one, then, 
with brushes made of strips of tough paper fastened to the end of a short handle, we 





*Dr. Leland Ossian Howard (1857- ), Washington, became assistant entomologist of the 


a ¢. 
United States Department of Agriculture in 1878; from 1894 to 1927, inclusive, he was chief of the Bureau 
of Entomology. 
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would keep the flies in motion, until in desperation they would move out through the open 
lighted window as fast as they could. In a short time they would all be back again and 
the same drive would have to be repeated: It was common for bushy tops of asparagus 
to be hung from supports of the ceiling for the flies to perch on, to keep them from the 
walls and the furniture, on which they might leave fly specks. In the fall, when the nights 
grew cool, we would leave a window open all night, then in the morning, the flies, torpid 
from the chill air, could be swept down, gathered and burned. Another method was to 
sprinkle a little sugar on live coals on an ash shovel and the smoke from the sugar stupi- 
fied the flies so that they would be easily disposed of. Even in my boyhood a few smart 
people would fasten thin cloth across the outside of windows that were especially exposed, 
but this device was seldom seen in use. For many years we used fly covers on our dining 
table, wire-woven hemispheres of various sizes, adapted to fit vegetable dishes, butter and 
meat, bread and cake. These covers were fitted with a small knob at the apex by which 
they could be lifted from the protected dish when necessary. These devices were far ahead 
of nothing, but were a perpetual nuisance at meal time. 


Even scientists of that day, and for many years afterward, did not know the habits of the 
common house fly, nor where they bred, and careful study and observation were required to 
learn these elementary facts. Of course, the proximity of stables and farm yards was 
responsible for the swarms of flies that invaded houses at that time. Even in the smaller 
cities nearly every family had a cow or a horse on the premises. In these days it is not 
easy to imagine the conditions that prevailed sixty or seventy years ago, when flies were 
insisting on a place in even the best families. 


Until 1901, when the Olmsted County Board of Health was established, the 
county supervisors, village trustees and city council were responsible for measures 
of public health and sanitation. The nuisance of straying domestic animals was 
first to receive attention in Rochester and in the villages. At a town meeting in 
Rochester in May, 1858, a law was passed unanimously by the city officers requir- 
ing owners of hogs to keep those animals from running loose about town, and 
imposing a fine of one dollar on the owner every time his hogs were found in the 
streets. Additional orders of the sort were issued annually in Rochester well into 
the sixties, and there were discussions of whether to “fence in or fence out.” 
Editors wrote dramatically about many swine running at large, to the disgust, 
damage and annoyance of the orderly public ; about cattle ranging the streets, steal- 
ing hay from wagons, tearing open bags of grain, and damaging coats, cushions 
and other articles left in vehicles; and about sheep: “Aside from the noxious 
effluvia arising from the herding of droves of diseased sheep about our residences, 
they are quite likely to monopolize the fresh pastures that environ our city and 
have hitherto afforded free grazing to the poor man’s only cow.” 


The Rochester newspapers protested, in May, 1864, about the stench from 
twenty dead horses lying “without burial” on the banks of the Zumbro in mid- 
town. The editors deplored the condition of the city’s cemeteries, and they de- 
scribed then and for many subsequent years, muddy streets, stagnant pools on 
Broadway, filthy stables, outhouses and garbage reservoirs, and heaps of organic 
refuse in alleys and beside kitchen doors, all of which breaches of sanitation 
menaced the purity of wells. There were piles of ashes in the main streets, ob- 
structing gutters and sidewalks and, in winter, interfering with the sleighing. 
Throughout the city, cellars were dirty and littered, even foul, and some of them 
in the business section served as places for butchering poultry and calves. In 
fact, one gains the impression that noxious effluvia constantly rose from and 
hovered over the community and that sanitation in villages of the county was 
comparable to that in the county’s only city. . 

The first city board of health in Rochester, in 1858, apparently was not active. 
In June, 1864, when conditions of sanitation had become objectionable, the city 
fathers appointed a board of health of three lay members. In 1865 this board 
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was succeeded by a board of three physicians, Drs. W. W. Mayo, J. S. Allen and 
H. Galloway. In the next several years open letters on public health and sanita- 
tion were issued from time to time by the board and published in the newspapers. 
{n 1866 City Ordinance No. 20 made new provisions for creation of a board of 
health of three persons, two of whom should be physicians, and defined the duties 


and powers of the board in “cleaning and cleansing” the city. From then through 
the next six years, it is evident that the Drs. E. C. and E. W. Cross, Mayo, Gal- 


loway and certain other representative physicians were, two at a time, on the 
the city board of health and active in a campaign for better conditions of health 
and sanitation. Their notices to the public and their reports to the city council 
evince their thoroughness. In 1874 conditions had so changed that a local editor, 
embittered by such zeal, inquired because the board of health had insisted that no 
more manure, garbage or other filth be thrown in the alleys, “What are the alleys 
for? Are they for traveling, parks, or boulevards?” 

From 1872, the year in which the Minnesota State Board of Health was estab- 
lished, the following physicians were among the officials of public health and sani- 
tation in Rochester: in 1872-1879, Drs. G. W. Nichols, E. C. Cross and E. W. 
Cross; in 1880-1881, Drs. E. C. Cross, W. W. Mayo and S. W. Gould. Dr. 
E. W. Cross next served with others until 1883, when Dr. F. R. Mosse and Dr. 
W. J. Mayo became health officer and secretary, respectively; in the succeeding 
term Dr. Mayo was health officer and Dr. Mosse, secretary. Dr. Mosse continued 
to serve most of the time as health officer into 1896. He was followed by Dr. 
A. S. Adams, who was health officer into May, 1912, when he was succeeded by 
Dr. C. H. Mayo, who continued as chief of the public health department of the 
city until shortly before his death, twenty-seven years later. 


Dr. W. J. Mayo in 1892 was appointed a member of the Minnesota State 
Board of Health, and he so served until he resigned in January, 1900, when Gov- 
ernor John Lind appointed Dr. C. H. Mayo to the vacancy. 


In the villages of the county, prior to 1872, the program of public health 
and sanitation was in degree like that in Rochester, and after 1872 showed com- 
parable improvement. Record of village health officers has not been available; 
in the later decades of the period the names of physician health officers in the 
different communities appeared occasionally in the local newspapers. 


With the organization of the Minnesota State Board of Health there began 
more effective control of public health in all counties, control that was strengthened 
by subsequent legislation and by “sanitary conferences” of boards of health, city, 
township, county and state, for the purpose of awakening public conscience and 
satisfying public curiosity régarding sanitary matters. The programs consisted 
of addresses, illustrations and scientific demonstrations bearing upon the duties 
of the citizen in the work of public health. One such conference was held in 
Rochester on May 29, 30 and 31, 1888, at which the speakers were Professor 
W. W. Folwell, Dr. Franklin Staples, Dr. A. T. Conley, Dr. C. N. Hewitt, and 
Dr. W. W. Mayo, all of Minnesota, and Professor G. Armauer, of Bergen, 
Norway, surgeon of the Leper Hospital of Bergen. Professor Armauer lec- 
tured on the bacteria of spedalsked (Norwegian leprosy) and gave a microscopic 
demonstration. 


From the beginning a difficulty in enforcing measures of health and sanitation 
in Minnesota lay in the fact that the majority of health officers worked far little 
or no salary. As late as 1898 more than half were not paid, and most of the others 
received not more than $20 a year. Complicating the situation further, the duties 
of health officers in abating nuisances, maintaining public sanitation and dealing 
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with epidemic diseases were obligatory, but means for performance of these 
duties were at fault or in dispute. Through the nineties special effort was made 
to secure not only suitable compensation for health officers but also special funds 
for dealing with emergencies of sudden infectious diseases and, particularly, ade- 
quate executive machinery to enable health officers to act effectively. 


Judging from local records of its earlier decades and from reports to the state 
board of health, Olmsted County was not afflicted with epidemics prior to 1900. 
although in the early period it had its share of almost annual sporadic outbreaks, 
some of them severe, of measles, scarlet fever, diphtheria and smallpox. Much 
of the difficulty in controlling smallpox in those years was due to diagnosis of 
the disease by irregular practitioners as French measles, or measles, or chickenpox, 
as well as to the lack of authority, already mentioned, vested in health officers, 
and to indifference on the part of the laity. 


The experience of Olmsted County in dealing with epidemic diseases, especially 
smallpox, was similar to that of other counties. In 1860 vaccination against small- 
pox was recommended by physicians, but it was long before consistent attempt 
was made to influence public opinion. In times of emergency, then and decades 
later, some of the people would respond to the urging of private physicians and 
health officers and would accept vaccination, but the majority were indifferent or 
antagonistic. In the late nineties, when again smallpox was prevalent and was 
increasing, the Minnesota State Board of Health adopted a resolution, on July 
11, 1899, that “in all schools a certificate of vaccination must be required from 
each pupil before admittance to the fall term.” And in the autumn, health officers, 
teachers and school officials in Olmsted County and other counties were trying 
to enforce that resolution as a ruling. : 


In Rochester a city hospital or pest house was built in 1869, of which it ap- 
pears that the caretaker was the chief occupant. In 1889 Health Officer F. R. 
Mosse was urging the need for a pest house. In reporting to the state board, he 
said, “Our city pest house was blown away in the cyclone of 1883 and we have 
had no need for one since, but we should be ready to care for cases of contagious 
diseases. St. Mary’s Hospital has no convenience for the care of such cases, and 
we are informed that the hospital authorities will make no extensions this year, 
and it is doubtful if they ever decide to place a pest house on their grounds.” Fi- 
nally, however, the lack was filled by St. Mary’s Isolation Hospital, which was 
opéned by the Sisters of St. Francis on June 14, 1918. 


The first city water system of Rochester was acquired in 1886; until then 
private wells supplied homes and business buildings. In the new system a series 
of large wells near Bear Creek, in East Rochester, supplied the water, which was 
forced to a standpipe on College Hill, on the then western edge of Rochester, and 
thence distributed in mains. Two years later fountains and drinking troughs 
“for man and beast” were erected, on standards of Mantorville stone, in Central 
Park, at the head of Broadway, and on street corners. This water system supplied 
the city until after the turn of the century. 


Slaughter houses for decades were a nuisance in the city of Rochester. One 
such place was condemned in 1886 and another, on Bear Creek, in 1890, at which 
time the State Board of Hea'th recommended the construction of a municipal ab- 
batoir. In the summer of 1891 the secretary of the state board responded to an 
appeal from the city health officer by saying that although the city officer could 
not control the operation of the local slaughter house, he could condemn the meat 
after it had been brought inside the city and offered for sale. Ultimately the 
problem was solved. 
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The paving of Broadway, the chief business district, came toward the elose of 
the century. This street, on which were hitched thousands of teams of horses in 
the course of a year, long was described as a veritable barnyard. 


Rochester was thirty-seven years in achieving a sewerage system. The first 
sewer in the city was a private one, built in 1869, extending from the new and, 
for time and place, magnificent Cook House, to the Zumbro River. Thereafter, 
at intervals for many years, the city board of health campaigned for a city 
sewerage system. In 1888 sewage from the state hospital, emptying into Silver 
Creek, in East Rochester, created an emergency, which Dr. C. N. Hewitt, of the 
state board of health, solved on the appeal of the Rochester board by ordering a 
special method of disposal for the state hospital, which promptly was carried out ; 
it was not until after 1900 that the sewers of the hospital were connected with 
the city sewers. The first city sewer ran the length of Broadway and empied 
into the Zumbro River. Before the sewer was built, in 1895, there was much 
conferring to gain permission from the state board of health to empty the sewer 
into the Zumbro near the bridge at the north end of Broadway. The following 
interesting item appeared in the Record and Union of July 20, 1894: 


The Sewerage Matter: Dr. W. J. Mayo who came down from Waseca [from his summer 
cottage] this morning reports that he was at the State Board of Health when they dis- 
cussed the matter of allowing Rochester the privilege of connecting its proposed sewerage 
system with the river. 


There was no permission to do this, but at the same time permission is not denied. This 
river does not run through any towns below except Hammond’s Ford, and by the. time 
it reaches there has been joined by the waters of two other rivers and is supposed to have 
run far enough to purify itself. The upper line of the river is through badlands and ravines, 
and therefore our sewerage system will not materially affect those below us. At the same 
time, if the State Board of Health gives permission to Rochester to connect a sewerage 
system with the river, other cities will demand the same right. The course which will 
be pursued will be to put in the sewerage system and allow it to run into the river, and then 
the State Board of Health cannot consistently order it out without doing the same by Saint 
Paul, Minneapolis and many other cities of the state, which all have systems emptying 
into rivers. The Board has indeed, given intimation that our system will be unmolested if 
put in here. Mayor Witherstine expects to make one more effort to gain formal permission, 
but if the same is not gained, it will have no material effect on the enterprise. 


Rest Room for Women and Children—In 1896 the Woman’s Club of Roches- 
ter, at the suggestion of Miss Evans, of Carleton College, Northfield, made an im- 
portant contribution to public welfare. From earliest days Rochester was the 
trading center of the county and attracted farmers and their families from all parts 
of the region. A few of the women and children went to hotels after shopping 
was done and while the heads of households were transacting business, but most 
of them waited wearily wherever they could, on the streets and in stores.- At the 
instance of the Woman’s Club, merchants pledged monthly contributions, as did 
the city, toward the maintenance of a rest room for women and children from 
the country. The rest room, the first of the sort in the state, under the superin- 
tendence of the club duly was opened in a small room in the business section of 
town, and a few years later was established in larger, suitably furnished quar- 
ters under the immediate supervision of a matron. The room continued in use 
until changing conditions obviated the need for it. 


The Red Cross Society—In May, 1898, the Red Cross Society came to Olmsted 
County, first in Rochester, through the agency of Dr. H. H. Witherstine, in re- 
sponse to the urgent request of Miss Kate B. McKenzie, of Minneapolis, assistant 
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corresponding secretary of the Red Cross Society. Miss McKenzie wished the 
ladies “to unite in the work of furnishing bandages, pillow cases, night ‘shirts, 
et cetera, for the soldiers who may be wounded” (during the Spanish-American 
War). The original idea was that the work in Rochester should be subsidiary to 
that in Minneapolis, but Rochester chose to establish its own society, with head- 
quarters at the Woman’s Club rooms, and the organization soon looked forward 
to membership in the National Red Cross Society. Contributions of money, ma- 
terial, sewing machines and work were asked, and shortly there were published in 
the local papers accounts of cash and material sent by the local society to various 
military hospitals. Soon after the society was organized in Rochester, auxiliary 


branches were formed, in Eyota and elsewhere in the county, and in neighboring 
counties. 


Civic Improvements Advancing Public Welfare—In January, 1897, Rochester 
then a city of 6,000, had obtained all that she asked for and other improvements 
were in a fair way to consummation; these improvements were of advantage to 
the county as a whole. There were stone pavements and broad plank walks, a 
complete telephone system with 165 subscribers. There were gas and electricity, 
pure city water, miles of tile sewers, free U. S. mail delivery, six well-located and 
well-equipped public school buildings, besides St. John’s and the Academy of 
Lourdes, two private schools and a kindergarten coming, as well as a promised 
library building. There were twelve churches, St. Mary’s Hospital, the Second 
Minnesota Hospital for Insane, the Conley Camera Factory, a courthouse and a 
jail. Predicted were a three-set woolen mill, a board of trade, a new opera house, 
a new Masonic temple, street cars, an additional railroad from Duluth, and pos- 
sibly the Chicago Great Western Railroad from Mantorville and the Winona and 
Western from Simpson. Many of these advances were realized before 1900. 


Organization of Medicine 


To the advance of public welfare in Minnesota nothing contributed more 
than increasing awareness on the part of regular physicians of, first, the menace 
of quackery and, second, the need for improved medical education, awareness that 
led to medical legislation and medical organization. The move toward improve- 
ment received early impetus in the middle sixties when physicians and surgeons 
returned from the Civil War to find that innumerable quack practitioners, some 
of them professing to have been army surgeons, were invading the home fields. 


Medical Legislation.—A territorial law of Minnesota in 1851+ provided for the 
examination by medical societies of applicants for license to practice and for the 
issuance of diplomas by the presidents of such medical societies. The law specified 
that an applicant for license to practice must be twenty-one years of age, have had 
a good English education, and have studied medicine at least three years with some 
respectable practitioner. In March, 1869, owing to the efforts of the Minnesota 
State Medical Society, aroused by the increasing influx of irregular practitioners, 
the legislature of Minnesota enacted a medical law that made it unlawful for a per- 
son to practice medicine in Minnesota who had not attended at least two full 
courses of instruction, who had not been graduated in some school of medicine ei- 
ther in the United States or in some foreign country, and who did not possess a cer- 





tThe Public Statutes of the State of Minnesota. (1849-1853.) Compiled by Moses Sherburne and 
William Hollinshead, Esqs., Commissioners. Saint Paul: Pioneer Printing Company, 1859. Pp. 277-279. 
Also, the Revised Statutes of the Territory of Minnesota, passed at the session of the legislative assembly 
qemmancing P nae net A 1, 1851, PP: 29 and 126. References through the courtesy of Dr. James Eckman, 
Division o ublications, Mayo Clinic, Rochester, Minnesota. 
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tificate of qualification from some state, district, or county medical society. The law 
stated further that the failure of a practitioner to file a sworn copy of his diploma 
or certificate, before October 1, 1869, in the office of the clerk of the district 
court of the county in which he resided or kept his office, should constitute prima 
facie evidence that he had not attended lectures or been graduated from any school 
of medicine. It is noteworthy that the provision referred to a diploma or a certifi- 
cate and not to a license to practice medicine. The phrasing of the law inadvert- 
ently left loopholes which enabled irregular practitioners to organize and to gain 
recognition. Because of this defect the bill was a failure and was repealed in 1870. 

The first medical legislation of merit in the state, the Minnesota Medical Act 
or “Diploma Law,” was enacted on March 15, 1883, and was designed to protect 
the people of the state from “the manifest dangers of quackery and the less 
obvious perils of incompetency and ignorance.” Under this law licenses to prac- 
tice medicine were issued to physicians who held diplomas from recognized medi- 
cal colleges and to physicians lacking such diplomas who passed the examination 
of the newly established Minnesota State Medical Examining Board. Exemption 
certificates were given practitioners who finished evidence of having practiced 
medicine in Minnesota for five years prior to the passage of the act. 

In 1887 the law of 1883 was repealed and a new act, designed to regulate the 
practice of medicine, to license physicians and surgeons and to punish violations 
of the law, was passed. This act, in due time, was followed by other legislation 
as new problems arose. When, in 1927, the Basic Science Law in Minnesota was 
passed, it required that all practicing physicians should file their original Minne- 
sota licenses with the clerk of district court in their respective counties. Those 
older physicians who had been licensed under the law of 1883 and duly had 
filed their licenses were fortunate. Those who had neglected to file and who 
had lost the early licenses, and in this group were some of the most able and 
eminent, found themselves under the necessity of appealing to the State Board 
of Medical Examiners for certified copies of the original documents in order to 
place themselves on record as in good standing. 


Medical Societies—An early evidence of the changing attitude of physicians 
toward the art, science and ethics of medicine was effort toward the organization 
of county medical societies, long urged by the Ameritan Medical Association and 
by state medical societies. In 1872 there were in Minnesota six county medical 
societies, all of which were affiliated with the state society. Of these the groups 
in Winona and Fillmore Counties were organized in 1866; in Olmsted and 
Wabasha Counties, in 1868; and in Ramsey and Hennepin Counties, it is believed, 
in 1870. During 1872 the Dakota County Medical Society and the St. Croix 
Medical Society became auxiliary to the state society. The county societies gave 
impetus to professional advance and helped to establish a pattern of progress. 
Physicians of one county not only fostered their own local society, presenting 
reports and papers before the group, but also encouraged the formation of socie- 
ties in neighboring counties and contributed to their meetings. Individually these 
physicians more and more were stimulated to exchange visits with other physicians 
throughout their region for consultation and for observation of surgical opera- 
tions of special interest, to join in organizing district groups, to attend sessions 
of state and national medical societies, to travel far to observe work in hospitals 
of large cities and to take postgraduate study at accredited medical schools. 


(To be continued in December issué.) 


















President’s Letter 


DOCTORS ON THE ALERT 


Unlike the political “organizers” who can devote their full time to the promotion 
of schemes embellished with such phrases as “attaining the highest level of health,” 
“free medical care for everyone, everywhere,” the men and women of medicine are 
confronting a scientific challenge today that supersedes in importance even the 
economic and sociologic threats devised by these organizers. 


Doctors today are in a dual race. Fighting to outdistance with facts the ethereal 
promises of those who are trying to socialize medicine, the doctor cannot pause, 
even momentarily, in his constant striving to keep abreast of medical progress. 


So fast are these cures and hopes for cure being developed and so intense is the 
public’s interest in them, that often we read newspaper and magazine accounts of 
the latest discoveries in drugs, serums and operating techniques before the profes- 
sion itself is informed about them. 


An informed and ever-curious public speaks intelligibly these days of the effects 
of penicillin and aureomycin and the newest techniques in surgery. 


Research centers are co-operating with this interest and helping to inform the 
public. Newspapers and magazines devote special sections to medical news and 
assign qualified reporters and feature writers to translate the scientist’s reports into 
lay language. 


With revolutionary developments emerging every day from the medical labora- 
tories of the nation and with informed and, therefore, more co-operative patients to 
work with, the doctor of today cannot fail to meet both the scientific and economic 
challenges which have been offered to him. 


Equipped with the knowledge he gains from reading the medical literature, visit- 
ing clinics and hospitals and continuing his postgraduate work by means of short 
courses, the modern physician can counter, with the reality of medical care, the 
unfounded promises of government control. 


President, Minnesota State Medical Association 
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MEDICAL PROFESSION INVESTIGATED 


S IT POSSIBLE that we have come to such 

a state of affairs in our beloved free country 
that the government we have set up to operate 
for the general welfare is now going to use its 
invested power to interfere unjustifiably with our 
freedom of speech and action? Certain groups of 
our citizens have been investigated by the Anti- 
trust Division of the Department of Justice of our 
federal government in recent years and have been 
brought into court accused of infringement of 
antitrust laws. Rather than go to the expense of 
costly litigation, these groups have entered pleas 
of nole contendere and have paid fines even, 
though they have felt a reasonable certainty of 
their innocence. 


Is the medical profession about to take its turn 
in an investigation suit? 


We, as American citizens, elect representatives 
to pass certain laws which are enacted by ma- 
jority action and also elect an executive, the Presi- 
dent, to enforce the laws. This is legislation by 
representation. But what has happened? Officials 
in the Executive Department, for the most part 
appointees, propose laws for the socialization of 
our economy, the practice of medicine in par- 
ticular. The physicians of the country, as rep- 
resented by the American Medical Association, 
opposed such a proposal and in November, 1948, 
voted to assess themselves to provide funds to 
present their viewpoint to the public. A month 
later the Department of Justice called on the 
Chicago Medical Society secretary to check the 
Society’s records in connection with an alleged 
antitrust investigation. In the early hours of 


February 10, 1949, the room of the Board of 
Trustees of the AMA was broken into and records 
searched by persons unknown. A few weeks later 
Administration leaders began threatening medical 
societies and medical men with investigation as 
part of their campaign to discredit and intimidate 
the medical profession. On February 28, 1949, 
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one of the National Press Associations carried a 
dispatch from Washington quoting Government 
officials as stating that antitrust actions would be 
started against several medical societies soon after 
the Compulsory Health Insurance drive was 
started in Congress. 

This threat has now materialized. During the 
past few weeks some twenty-two medical societies, 
including the AMA headquarters, state medical 
associations and allied groups, have been or are 
being investigated by the Antitrust Division of 
the Department of Justice. More investigations 
are said to be in the offing. 

Are we just using our imagination when we see 
in this train of events an attempt to discredit the 
medical profession because of its opposition to cer- 
tain socialistic elements in Washington ? 

If any of the organizations of the profession 
or any of those sponsored by the profession are 
knowingly or unknowingly infringing on any anti- 
trust laws, we want to know in what way and 
we shall be only too willing to make the needed 
correction. But if the present widespread investi- 
gation by a branch of the federal government is 
being conducted in an effort to intimidate and 
discredit the profession for political purposes, we 
venture to predict that it will not be successful. 


Whatever monopoly in the care of the sick is 
possessed by the medical profession has been 
given by law. It should be more of a monopoly 
than it is. The Blue Cross and Blue Shield can- 
not with any justice be accused of possessing or 
seeking a monopoly in their respective fields. We 
shall await with interest the results of the vari- 
ous investigations being presently conducted. In 
the meantime, we as a profession will continue to 
exert our right of free speech to oppose the social- 
ists in Washington and elsewhere who would give 
the government a monopoly in the medical care of 
our citizens. Is it possible that the Department of 
Justice of the government is about to accuse the 
medical profession of monopoly in order to fur- 
ther governmental monopoly in the realm of 
medical care? 








EDITORIAL 


HOSPITAL CARE OF VETERANS 


HE SUBJECT of the medical care provided 

for veterans by the federal government has 
been touched upon editorially in Minnesota MED- 
ICINE On numerous occasions. We have recently 
received a report on the Hospitalization of Veter- 
ans by the Committee on Public Health Relations 
of the New York Academy of Medicine* which 
is most complete. Its recommendations merit 
serious consideration. 

We have always taken the stand that nothing 
was too good in the way of medical care and com- 
pensation for the veteran for any disability sus- 
tained in the service of his country. But we have 
been equally vocal in maintaining that the gov- 
ernment is not obligated to provide hospital or 
medical care for veterans for non-service-connect- 
ed disabilities. 

After World War I the Veterans Administra- 
tion initially provided hospital care only for vet- 
erans with service-connected disabilites. As early 
as 1924 the present policy of hospitalizing veter- 
ans for non-service-connected disabilities began, 
and veterans unable to pay the cost of hospi- 
talization were admitted, providing beds were 
available. In 1934 a law was passed requiring the 
veteran to affirm under oath, under penalty of 
$1,000 fine or a year in jail, that he was unable 
financially to provide hospital care for himself. 
No provision was made for checking his state- 
ment, and it is said no veteran has ever been 
prosecuted, although it is known that many false 
declarations have been made. 

There are at present 18,733,000 veterans—a 
sizable portion of the population. To provide 
total hospital care at government expense for this 
large section of our population would entail the 
construction and staffing of many new hospitals at 
the cost of billions to the taxpayers. To any fair- 
minded citizen such a program is unjustified. And 
yet this was apparently the program initiated when 
Congress, in 1947, appropriated three-quarters of 
a billion dollars for the construction of eighty-nine 
new institutions plus additions to existing hospitals 
which would add 54,000 new beds. The veterans 
organizations want to have 300,000 beds avail- 
able in twenty years, which would mean 20 beds 
per 1,000 veterans, over four times the 4.5 beds 
per 1,000 now available for the civilian population. 
Such an objective is obviously absurd. The Medi- 


*Bulletin, New York Academy of Medicine, 25:567, (Sept.) 
1949, 
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cal Director of the Veterans Administration has 
estimated that 120,000 beds are about all that can 
be staffed at present. 

With the appearance of the Voorhees report of 
the Hoover Commission, which showed the gross 
extravagance of the plans for hospital construc- 
tion and the great economy that could be effected 
by combining the hospitals of the Veterans Ad- 
ministration, Public Health Service, general hos- 
pitals of the armed forces and others under a 
National Health Department, be it said to the 
credit of President Truman that he cancelled 
the plans for the construction of twenty-four of 
the proposed hospitals and a reduction in the size 
of fourteen others at a saving of $280,000,000 
and a reduction of 16,000 in the number of beds 
authorized. 

The report of the New York Academy of Medi- 
cine states that on January 31, 1949, there were 
104,414 available beds in veterans hospitals oc- 
cupied by 97,079 patients. In addition to this 
there were 13,474 veterans in army, navy, state 
and county hospitals—a total of 110,553. Ap- 
proximately two-thirds of these were non-service- 
connected cases. Of the 36,732 service-connected 
cases only 5,734 were general medical and surgical 
cases, the rest being psychiatric and tuberculous. 
Of the 73,721 non-service-connected, 34,283 were 
general medical and surgical cases, the rest being 
psychiatric and tuberculous. There were there- 
fore about six times as many general medical and 
surgical cases that were non-service-connected ‘as 
there were service-connected. 

The 39,538 patients with non-service-con- 
nected psychiatric and tuberculous disease now 
being cared for in veterans hospitals have dis- 
abilities which generally require tax-supported 
care. Doubtless state and other institutions for 
psychiatric and tuberculous patients could not 
accommodate this large number of additional pa- 
tients. 

The recommendations of the committee of the 
New York Academy of Medicine are in brief: 


That federal responsibility for hospital care should be 
limited to those veterans with service-connected dis- 
abilities except that all tuberculous and mentally ill 
veterans should be included irrespective of service con- 
nection and that the medically indigent and veterans with 
service-connected disabilities who develop general medical 
and surgical conditions unrelated to service should also 
be included. 

That Congress amend the law making it possible for 
the Veterans Administration to investigate claims by 
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EDITORIAL 


veterans of inability to pay for non-service-connected 
disabilities. 

That Congress place a limit on the number of beds 
available for veterans and that that limit not exceed 
120,000. 

That the 46,000 beds in various governmental hospi- 
tals, which according to the Voorhees report of the 
Hoover Commission are at present unoccupied, be used 
before new hospitals are built. 

That veterans’ hospital services be coordinated with 
voluntary hospitals in order to prevent further costly 
duplication of facilities. 


That needlessly long stays in hospital be shortened and 
a strict admission policy be based on necessity. 


That veterans use their voluntary insurance cover- 
ing medical and hospital care and that the recommenda- 
tion of the Voorhees Committee that the Government 
provide insurance for those veterans unable to afford 
it be considered. 


It is evident from this report that the 104,414 
available beds in the veterans hospitals are more 
than sufficient to care for the 36,732 service-con- 
nected cases and the 39,538 non-service-connected 
psychiatric and tuberculous cases. It is true that 
the available beds are not sufficient to accommodate 
the additional 34,283 non-service-connected gen- 
eral medical and surgical cases now being cared 
for by the VA, but it is difficult to believe that 
this number are bona fide medically indigent. 

The Veterans Administration claims that more 
than the approximate 6,000 service-connected gen- 
eral medical and surgical cases are required to 
provide a sufficient variety of clinical material of 
interest and educational value to the medical 
staffs. The report contends that another 6,000 
general medical and surgical cases of non-service 
origin from among the medically indigent veter- 
ans rather than the 34,283 presumably indigent 
veterans now being cared for should be sufficient 
to provide the needed variety. Even if it should 
prove that all the 34,283 presumably indigent 
veterans with non-service-connected disabilities 
are indigent, the 46,000 vacant beds in other gov- 
ernment hospitals would obviate the need for the 
present hospital construction being carried on by 
the Veterans Administration. 

The Committee of the New York Academy of 
Medicine has done a real service in clarifying the 
present status of the veterans hospitals. Even 
with the building program already somewhat cur- 
tailed, the total number of hospital beds should 
be limited to 120,000 at most. This figure is ap- 
parently going to be exceeded if present plans 
are continued. 
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MISS ELIZABETH McGREGOR AND THE 
GILLETTE HOSPITAL 


ME» ELIZABETH McGREGOR, for thirty- 

five years the superintendent of Gillette Hos- 
pital for Crippled Children in Saint Paul, retired 
on October 15, 1949, having supervised the insti- 
tution during its growth from a convalescent 
home to its present outstanding position. 

The Gillette Hospital, which was the brain child 
of the late Dr. Arthur J. Gillette, was first opened 
in January, 1911, for the care of crippled chil- 
dren awaiting operation at the City and County 
Hospital (now Ancker Hospital) in Saint Paul 
or for convalescents from that hospital. At that 
time the hospital consisted of just two connecting 
wards. On October 1, 1914, when Miss McGreg- 
or arrived to take charge, the hospital consisted 
of these two wards and two two-storied additions 
in the process of construction. These additions, 
as a matter of fact, were not completed when all 
the children were transferred from the City and 
County Hospital in December, 1914. Dr. Gillette 
and his assistant, Dr. Carl C. Chatterton, were 
joined by Dr. Wallace H. Cole upon his return 
from Europe in May, 1914, and all three gave 
their services without financial remuneration for 
many years. 

Upon the death of Dr. Gillette in March, 1921, 
the name of the hospital was changed by an Act 
of the Legislature from the Minnesota State Hos- 
pital for Crippled Children to the Gillette Hos- 
pital, and Dr. Chatterton was appointed Chief of 
Staff, he supervising the care of the boys and Dr. 
Cole the girls. These members of the staff re- 
ceived no remuneration until 1938. Since then 
stipends have been paid all members of the ortho- 
pedic staff which now consists of five additional 
Twin City orthopedists. The fine spirit of co- 
operation which has always prevailed at the Gil- 
lette Hospital, and which is so necessary for suc- 
cessful operation of a hospital, accounts, accord- 
ing to Miss McGregor, for the high standing 
achieved and maintained by the hospital. It 
should be stated, however, that it is well recog- 
nized that staff cooperation depends much on the 
diplomacy and executive ability displayed by the 
superintendent of the hospital. 

Miss Elizabeth McGregor’s academic educa- 
tion and early experience specially prepared her 
for the responsibilities she so well assumed at the 
Gillette Hospital. She graduated from the Uni- 
versity of Minnesota in 1901 with a degree of 
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Ph.B., one of but ten such degrees ever con- 
ferred at the University. This degree was award- 
ed for majors in mathematics, psychology and 
sociology with a large sprinkling of the arts. After 
graduating, Miss McGregor taught in the public 
schools in Saint Paul for six years and then ob- 
tained a position with the State Public School at 
Owatonna (now defunct) for six years, in con- 
nection with which she visited all parts of the 
state in her investigation of dependent children 
who were candidates for the school. She served 


as superintendent of the school the last three 
years at Owatonna. 


The onset of World War I cut short the con- 
tinuation of a trip on the Continent, and Miss 
McGregor was forced to return to England from 
Belgium just before the shooting began. Dur- 
ing the war, however, she spent a year and a 
half in the service of the organization known as 
the American Fund for the French Wounded and 
later with the French Red Cross stationed at Neuf 
Maison, some ten miles south of Nancy in France. 

It was at Miss McGregor’s instigation that 
the Gillette Hospital was one of the first in the 
country to be investigated and approved by the 
American College of Surgeons. This took place 
in 1922, and it is a* source of considerable pride 
to the former superintendent that it has been ap- 
proved each year since then. 

In 1933, the American College of Hospital Ad- 
ministrators was organized with 100 men and 
thirteen women charter members. One of the 
thirteen women was Miss McGregor. Only in- 
dividuals trained in hospital administration are 
approved by this organization. 

Miss McGregor can take credit for a large 
share of the accomplishments and the high stand- 
ing of the Gillette Hospital to which such a great 
portion of her life has been devoted. She has 
moved into her own home at 509 South Cretin 
Avenue, Saint Paul, which she purchased a year 
ago. Her responsibilities now will be her garden, 
books and housekeeping, and she is leaving the 
administration of the hospital to Miss Jean Conk- 
lin, whose services in the various departments of 
the hospital have specially prepared her for her 
new responsibilities. 


KETTLE AND POT 
Those government officials who look down their noses 
at the American Medical Association’s efforts to combat 
compulsory health insurance display the typical bureau- 
cratic approach to all controversial topics. 
The administration says its program will not lead to 
socialized medicine. We may never know just how 
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many dollars of everybody’s money has been spent to 
propagate that bit of nonsense, but we can be sure the 
sum will run to many more millions than the AMA has 
collected from its members. The money spent by or- 
ganized medicine will come from the pockets of the 
contributors and not from the public kitty into which 
everyone who buys so much as a loaf of bread must pay 
regardless of his views on the welfare state. 


Few opponents of compulsory health insurance are 
so dimwitted as to suggest that the AMA is a body of 
supermen who can’t be wrong about anything, many 
doctors are unhappily aware of the fact that their or- 
ganization’s policies have sometimes tended to be un- 
necessarily restrictive. 


But if the AMA is several giant strides away from 
omniscience, the same can be said of the bigwig bu- 
reaucrats who keep the government mimeographs and 
presses turning twenty-four hours a day on behalf of 
their pet panaceas. 


Propaganda money is “slush” when the AMA spends 
it and a perfectly legitimate federal function when gov- 
ernment lays it out. A neater case of the pot sneering 
at the kettle would be hard to find—Editorial, Chicago 
Journal of Commerce, May 14, 1949 





VESICOVAGINAL FISTULA CURED 
WITHOUT MAJOR SURGERY 


(Continued from Page 1114) 


blue solution. No further dripping of the blue colored 
solution came from the site of the vaginal opening, 
proving that the tract was closed. A _ self-retaining 
catheter was again placed in the bladder. The surface 
of the fistulous opening in the vagina was wiped off 
with an alcohol sponge, and a pack of vaseline iodoform 
gauze was placed in the vagina. The retractors were 
then removed. When the patient was back in bed, a 
rubber tube was attached to the self-retaining catheter 
leading to a bottle and the catheter was left open, al- 
lowing continuous drainage of urine. The vaginal pack 
was changed several times in dressings at the bedside, 
and on the tenth day the patient was allowed to be 
up and around with the catheter draining into a bottle 
strapped to the patient’s thigh. 

At the time of the injection the patient did not have 
cystitis, and special care was taken to be sure that the 
patient did not develop cystitis afterward. 


At the end of three weeks the patient was very care- 
fully examined, and the fistula’s tract was found to 
be healed. The continuous open drainage was allowed 
to proceed for one more week and then was removed. 
A final cystoscopic examination was made about two 
months later and the vesicovaginal fistula in the bladder 
had healed and appeared like a dimple-like depression. 
The site of the vesicovaginal fistula in the vagina ap- 
peared healed and only a slight depression was visible. 


Thirteen years have now elapsed since this sclerosing 
injection treatment of the fistula was carried out, and 
we believe that a permanent cure can reasonably be 
presumed to exist. 


211 East Sécond Street 
MINNESOTA MEDICINE 
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HUMPHREY NOW OPPOSES GOVERNMENT 
MEDICINE 
Senator Hubert H. Humphrey, one of the spon- 
sors of the Administration’s compulsory health 
insurance bill, has withdrawn his support from 
the measure, at least for the present. 


After many conferences and communications 
with Minnesotans, and much careful thought and 
analysis of the proposals for tax-supported medi- 
cal and hospital care, Senator Humphrey declared 
October 20 that voluntary prepayment plats 
should be given a chance to do the job. 


“T think it (the Truman plan) is premature,” he said. 
“If it were presented for a vote on the floor of the 
senate, I would not support it.” 


Like Auto Policy 


“What we need is possibly something similar to auto 
insurance, where you have what is called a deductible 
policy. . . . I feel this can be handled on a voluntary 
basis if there is a will to do it.” 


Humphrey said that he was giving thought now 
to plans for prepaying hospital and surgical care 
for the chronically ill. 


“The medical profession ought to be given plenty of 
opportunity to lend its efforts to a more constructive 
program.” 


News of this shift in Humphrey’s thinking is 
gratifying to Minnesota doctors and may be re- 
garded as a constructive move by the Senator, 
along the lines of American governmental phi- 
losophy. 

Humphrey added that present voluntary plans 
are inadequate and that the medical association 
should spend more time and money in promoting 
better health coverage. 

Doctors of Minnesota are in accord with this 
statement, urging further extension of voluntary 
medical care insurance and agree with the senator 
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that more answers must be sought to the problem 
of chronic illness. 

The co-operation of the medical profession will 
always be pledged to forward-looking programs, 
developed with careful regard for the tested and 
proved procedures of the past. 


Three Against It 
Senator Humphrey brought to three the num- 
ber of Democrats who expressed, within one 
week, their opposition to the President’s plan for 
health insurance. 
Senator Paul H. Douglas, Illinois, addressed a 


meeting of the St. Paul Jewish Community Cent- 
er October 19 and declared: 


“T think doctors have some reason to be afraid of too 
many forms and too much red tape, and I think there 
will be some patients who would enjoy ill health if they 
never had to pay at all.” 


To Oscar Ewing, federal security administrator, 
he attributed the creation of the Truman-plan bill. 


“T say, let the general practice of medicine go on just 
as it does today. But recognize the catastrophic illness, 
which peculiarly lends itself to the insurance principle, 
the principle that it is better that many make small pay- 
ments than that a few should take large losses. 

“In short, if we could cut out some of the foolish- 
ness of Mr. Ewing, why couldn’t we all get together?” 


Herbert H. Lehman, New York candidate for 
the Senate, has flatly stated his aversion to the 
Truman plan. These three repudiations of a Tru- 
man “must” have led political writers to believe 
that there is a definite split among Democratic 
liberals on this issue. 


NEW STATE LAWS OF INTEREST TO 
DOCTORS 


“Among the new (state) laws and regulations are many 
of immediate interest,” points out Dr. Dean S. Fleming, 
chief of the Section of Preventable Diseases at the Min- 
nesota Department of Health. “These include the county 
board of health act, cancer statistical research service 
act, tuberculosis control act, mosquito abatement act, milk 
pasteurization act and the boat safety act.” 





1129 









“New regulations applicable to scarlet fever, scarlatina 
and epidemic sore throat now require that persons with 
these diseases must be isolated until complete recovery 
with a minimum isolation of seven days. A warning 
sign replaces the old quarantine placard, and restrictions 
of other members of the household have been liberalized.” 


The regulations on these ailments now read: 


Regulation 1200. The local health officer shall post in 
a conspicuous place upon the entrance to premises where 
scarlet fever, scarlatina, or epidemic sore throat exists, a 
notice in words and form as follows, inserting the name 
of the disease in the proper blank: Warning. The public 
is hereby warned that there is in this household. 
Removal of this placard without the authority of the 
health officer is a misdemeanor punishable by law. 





Health Officer Date 


Regulation 1201. (repealed). 

Regulation 1202. A person with scarlet fever, scarla- 
tina, or epidemic sore throat shall be isolated until com- 
plete clinical recovery and until all abnormal discharges 
from the nose, throat and ears have ceased, and the 
mucous membranes have returned to normal appearance, 
and the swollen and suppurating glands have subsided, 
provided that such isolation shall not be terminated until 
at least seven days from onset of the disease. 

Regulation 1204. All children of the household where 
scarlet fever, scarlatina, or epidemic sore throat exists, 
shall be restricted to the household premises for the dura- 
tion of the isolation period of the patient. Adult members 
of the household, except those caring for the patient and 
those engaged in teaching or other work bringing them 
into contact with children, may be released from restric- 
tions at the discretion of the health officer, provided they 
are free from symptoms of the disease. 

Regulation 1205. (repealed). 


The Department of Health has mailed copies of 
Minnesota Supplement No. 1 to State Health 
Laws and Regulations to health officers of Min- 
nesota counties, cities, villages and townships. 
This supplement contains the laws pertaining to 
public health enacted by the 1949 Legislature and 
regulations adopted by the State Board of Health 
since the issuance of January 1, 1948, edition of 
State Health Laws and Regulations. 


YOUNGDAHL DEFENDS PRIVATE 
ENTERPRISE 


Governor Luther Youngdahl, in his column re- 
leased to community newspapers throughout the 
state, came to the defense of private enterprise 
recently. 


“In these days when there are so many distractions, we 
lose sight sometimes of its importance, and designing 
men make progress in their effort to tear down this heri- 
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tage which has contributed so much to the greatness of 
our country,” he wrote. 

“The private enterprise system and the opportunity 
for individual initiative it offers have been a major factor 
in the growth of our state and nation. It rewards the 
farmer for his work, reaches out a helping hand to the 
businessman and brings to all of us more of the good 
things of life than any other plan ever devised.” 


Concluding the column, he cited the progress 
made in Minnesota under the system of private 
enterprise and added: 


“Minnesota has not neglected the needs of its people 
while making its material progress. Money paid out in 
state aid to local schools, for instance, has tripled in the 
past eleven years. Allowances for old age assistance and 
aid to dependent children have been raised more than 
130 per cent in this period. Far-reaching programs to 
improve health have been initiated. But main reliance, if 
we are to have any real social welfare, must be on main- 
tenance of an economic and social system which will en- 
courage production.” 


SOCIALISTS TEACH BRITONS TEA-MAKING 


The Socialist government in Britain has a spe- 
cial section of experts in its vast bureaucracy, 
devoted to teaching restaurant staffs how to make 
tea! The proper method of roasting beef is bound 
to be next, if the socialists are determined to in- 
vade even the culinary traditions of that country. 

As it stands now, the British government tells 
its people what to eat, how much to spend for 
clothing, whether they can drive cars and where, 


as well as alloting them some four minutes of 
medical time with an assigned doctor. 


25,000 Rules 


There are, in fact, 25,000 rules covering per- 
sonal affairs in Britain under the Socialistic gov- 
ernment and the number of government employes 
has been trebled since before the war. 


“You find it difficult to comprehend that little men 
are trying to destroy a great people,” wrote Cecil Palmer, 
British journalist, as he left the United States to return 
home after a summer of lecturing. “We, in Britain, ex- 
perienced a similar difficulty and because large sections 
of our people temporarily lost their sense of perspective 
we have marched a long way down the road to serfdom.” 

“T cannot believe that you are insensible of your great 
inheritance. I will not believe that you are capable of 
throwing it away. I do not believe that politics has the 
power to send you chasing helter-skelter after the shadow 
of state help when the substance of self-help and all its 
monuments are a constant reminder of solid achievement 
under liberty and free competitive enterprise.” 
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Three Minneapolis Persons Sentenced in Abortion Case 


Rea. State of Minnesota vs. Ida Peterson Chilson, Robert 
Charles McGowan and Irving Kaplan. 


On September 19, 1949, Mrs. Ida Peterson Chilson, 
seventy-six years of age, 1800 Third Avenue South, 
Minneapolis, and Robert Charles McGowan, forty-five 
years of age, Maryland Hotel, Minneapolis, were sen- 
tenced to terms not to exceed four years each, in a state 
penal institution following their pleas of guilty on Au- 
gust 16, 1949, in the District Court of Hennepin County, 
to an information charging them with the crime of 
abortion. The sentences were stayed in each case by 
Judge Harold N. Rogers, and the defendants placed on 
probation for two years. 

On September 29, 1949, the defendant Kaplan, thirty- 
eight years of age, was permitted to plead guilty, in 
the same case, to the charge of practicing healing with- 
out a basic science certificate. Kaplan, a registered phar- 
macist and the owner of the Kenesaw Drug Store at 
14th and Nicollet, Minneapolis, was sentenced by Judge 
Rogers to pay a fine of $1,000 or serve one year in the 
Minneapolis workhouse. Kaplan paid the fine. 

Mrs. Chilson, McGowan and Kaplan were arrested 
following a joint investigation by Minneapolis police 
officers and representatives of the Minnesota State Board 
of Medical Examiners into the facts surrounding the 
abortion on a married woman living in rural Hennepin 
County. That investigation disclosed that $200 was 
paid to the defendant Chilson on or about July 13, 1949, 
for the purpose of having an abortion performed. $100 
of the fee was retained by the defendant Chilson, who 
actually performed the abortion, and the other $100 
was divided equally between the defendants McGowan 
and Kaplan. Kaplan was first contacted about the 
abortion, and he in turn put the defendant McGowan 
in touch with the patient. McGowan took the patient to 
Mrs. Chilson and the abortion was performed in Mrs. 
Chilson’s home. Evidence was also obtained that several 
other abortions had been performed in the same manner 
and with a similar division in the fees. Neither Mrs. 
Chilson nor the defendant McGowan are licensed to prac- 
tice any form of healing in the State of Minnesota. 


WELFARE STATE 


Congress passed in June a record annual budget for 
public health service that provided increases for mental 
health, cancer and heart research and aid to the various 
states. In addition, a bill was introduced in the House, 
to which the medical profession certainly will not object, 
to raise the pay of all physicians, dentists and nurses in 
the Veterans Administration. 

According to the terms of the Federal Security 
Agency’s appropriations bill, forty medical and sixteen 
dental schools will receive $872,477 for training in can- 
cer; thirty-one institutions, including the American Can- 
cer Society and the American College of Surgeons will 
share $550,802 in special cancer-control-project grants; 
and ninety-nine cancer research projects will receive a 
total of $1,026,294. 

Congress has further voted $100,000 for blue prints 
and specifications for the National Dental Research In- 
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stitute to be built in Bethesda. (The American Dental 
Association favored $2,000,000 to start immediate con- 
struction. ) 

According to the details published in Washington Re- 
port on the Medical Sciences for June 27; 


National Heart Institute received a sizable $10,- 
725,000 plus contractual authority of $5,350,000 for 
research and training grants. To National Cancer 
Institute went the record sum of $18,900,000 and, in 
addition, $6,000,000 in contractual authority. An- 
other record figure of $11,612,000 was voted for 
mental health. And still another, $12,075,000 to Na- 
tional Institutes of Health, a large part of which 
will go for research, training, control and fellowship 
grants in noncategorized fields. Venereal disease ac- 
tivities get $16,000,000; for general assistance to the 
states, $16,600,000 is provided ; communicable disease 
control functions receive $7,350,000; $167,000 is -al- 
located for administering the Federal employe health 
program. For administration of the Hill-Burton hos- 
pital program, $1,200,000 was approved, obviating 
a drastic reduction in force which would have re- 
sulted if the Senate had yielded to the House figure 
of $1,000,000. 


Without the aid of an adding machine, the figures 
mentioned seem to total $108,528,573. For no particular 
reason at all, snatches of a conversation at the Mad 
Hatter’s tea party come to mind: 


“‘*And so these three little sisters—(said the Dor- 
mouse) ‘—they were learning to draw, you know—’ 


“What did they draw?’ said Alice. ... 
“*Treacie,* said the Dormouse... . 


“But I don’t understand’ (said Alice), ‘Where did 
they draw the treacle from?’ 


“*You can draw water out of a water well,’ said the 
Hatter; ‘so I should think you could draw treacle out of 
a treacle-well—eh, stupid?’”—Editorial, New England 
Journal of Medicine, Aug. 4, 1949. 


*Molasses. 


HEALTH AND SAFETY LAWS 


Narcotic Drugs. Amidone, isobemidone, and keto- 
bemidone are added to the controlled list of narcotic 
drugs (Chap. 360). 


Abatement of Nuisances. In cases where a health of- 
ficer abates a nuisance because the property owner Has 
failed to act, the maximum claim of the municipality has 
been increased from $25 to $50. (Chap. 80.) 


Indians. A commission is authorized to investigate 
the needs of Minnesota Indians. 


Mosquitoes. If 5 per cent of the voters in a district 
petition for mosquito abatement, a referendum may be 
taken. If the referendum is favorable, a property tax of 
one mill may be levied to finance a mosquito control 
program, which must have the approval of the Depart- 
ments of Conservation and Agriculture. (Chap. 404.) 


Boat Safety. Boats are to be equipped with detachable 
anchor lines. The annual issuance of metal boat tags is 
eliminated. Instead a tag will be required to remain on 
each boat until the- boat is sold, taken out of service, or 
otherwise removed. (Chap. 655.)—Minnesota Health, 
May, 1949. 
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Minnesota Academy of Medicine 


Meeting of May 11, 1949 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town & Country 
Club on Wednesday evening, May 11, 1949. Dinner was 
served at 7:00 p.m. and the meeting was called to order 
at 8:25 p.m. by the president, Dr. J. A. Lepak. 

There were forty-two members and one guest present. 


There was no business to come before the Academy, 
so the scientific program followed. 

Dr. Carl W. Laymon of Minneapolis presented a case 
report, and Dr. J. Richards Aurelius of Saint Paul pre- 
sented his inaugural thesis. 


MASSIVE METASTASIZING MENINGIOMA INVOLVING THE SCALP 


Report of a Case 


CARL W. LAYMON, M.D. 
Minneapolis, Minnesota 


Meningiomas are tumors of the meninges of the brain 
or spinal cord, There are several types, distinction of 
which depends primarily upon the morphology and archi- 


tecture of the tumor cells. Most writers believe that 


Report of a Case 
(Courtesy of Dr. Frederic T. Becker, Duluth) 
V.T., a white man, aged seventy-two, developed a 
swelling in the right frontal portion of his scalp in 1941. 
The tumor gradually grew until it attained a size ap- 





Fig. 1. Massive meningioma invading the scalp. 


Fig. 2. Histologic section of primary tumor showing units of polyhedral 


and spindle formed cells. In most cases whorling of the cells is an out- 
standing feature. 


meningiomas almost never metastasize. This is the re- 
port of a most unusual example of a meningioma which 
eroded the skull, invaded the scalp and metastasized to 
the cervical nodes. Although many sources were care- 
fully studied, no lesion has been described which re- 
sembled this one. 


From the Division of Dermatology, University of Minnesota, 
H. E. Michelson, M.D., Director; the Department of Derma- 
tology, Mifrmeapolis General Hospital, Carl W. Laymon, M.D., 
Director, and the Duluth Clinic. 
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proximately that of the head by April, 1947. At that 
time the patient noticed weakness of the left arm and 
leg, and early in May, 1947, fell unconscious. He was 
admitted to the hospital on July 1, 1947, and stated that 
he had experienced periods of unconsciousness for sev- 
eral months. His friends said that there had been a loss 
of mental faculties for five years, There was nothing 
important in the past history. 


Examination.—There was compressible bluish-red 


tumor about the size of two grapefruits in the right 
frontal and parietal regions of the scalp. There were 
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numerous large blood vessels coursing over the surface 
and the hair was extremely sparse over the growth. 
There was a definite bruit on auscultation with a 


stethoscope. There were several enlarged posterior 
cervical nodes, one of which was about the size of an 


egg. 


Course—During the period of hospitalization the sur- 
geons were reluctant to perform a biopsy of the tumor 
because of the possibility that the patient might die of 
hemorrhage. One of the enlarged cervical nodes was re- 
moved and studied histologically. Drs. E. T. Bell, A. C. 
Broders, H. Montgomery and others agreed on a diag- 
nosis of malignant non-cornifying epithelioma. The pa- 
tient died on January 10, 1948. The final diagnosis was 
made after study of tissues from the primary tumor. 
At autopsy it was found that the mass which infiltrated 
the scalp came from within the cranium through an ir- 
regular circular defect of the skull, 9 cm. in diameter. 
The tumor, including that part which had infiltrated the 
scalp, weighed 2300 grams. Except for the aforemen- 
tioned metastases there were none throughout the entire 
body. The final diagnosis was meningioma of the 
meningiothelial type. 


MINNESOTA ACADEMY OF MEDICINE 


Discussion 


Dr. H. E. MicHetson, Minneapolis: In many of these 
iconographic cases there is not much to state except that 
the condition is so unusual that it is literally a museum 
piece. However, there is one thing that should be em- 
phasized: that most patients who allow tumors to attain 
an unusual size before seeking advice are of a peculiar 
mental make-up. This patient was a recluse. We have 
seen this often, especially in long cutaneous horns. Pa- 
tients wait often until the horn is 6 to 8 inches long 
before anything is done. 

It was a pleasure to see this patient and it speaks well 
for Dr. Laymon’s versatility in his illuminating report. 


Dr. W. H. HEncstter, Saint Paul: I have never seen 
a meningioma outside the skull. From a neurological 
standpoint they are hard to diagnose. Some diagnose 
them from calcium deposits found in x-rays of the skull. 
Apropos of what Dr. Michelson said about this patient 
delaying going to the doctor, I can only say that the 
man might have had a fear of doctors or thought that it 
might cost too much. I have known of people who did 
not go to doctors because they thought it would cost 
too much. 


PROBLEMS IN THE X-RAY DIAGNOSIS OF PULMONARY TUBERCULOSIS 


J. RICHARDS AURELIUS, M.D. 


Saint Paul, Minnesota 


Pulmonary tuberculosis, long the scourge of man, is 
fast losing ground to medical advancement, but its 
threat still remains very real. To further reduce this 
danger and eventually eliminate it, we believe it becomes 
necessary, more than ever, to appreciate its protean mani- 
festations and endless variety of findings. Therefore, 
even in danger of being trite and emphasizing well known 
facts, we shall relate some of the pitfalls in the diagnosis 
of pulmonary tuberculosis as seen through the eyes of 
a radiologist. 


Although the x-ray examination is of highest impor- 
tance in the discovery and diagnosis of pulmonary tuber- 
culosis, the fact still remains that an unequivocal diag- 
nosis of pulmonary tuberculosis cannot be made from an 
x-ray film. The more we study the appearance of 
tuberculosis on the film, the more definitely we become 
convinced that any nontuberculous lesion that we have 
seen on an x-ray film of the chest at some time or 
another will have its counterpart in tuberculosis. It 
is because of this fact that a differential diagnosis can 
never be definitely made from a given film. In spite 
of this lack of a definitely diagnostic pathognomonic pic- 
ture for pulmonary tuberculosis the x-ray still remains 
the one greatest aid in its diagnosis outside of the 
laboratory finding of the tubercle bacillus. 

A well-taken history can be extremely helpful in 
reducing the differential diagnostic considerations on a 
chest film and is much more important than the physical 
examination. It is very common experience in chest 
radiography to find a strongly positive clinical history 
for tuberculosis when the x-ray film shows extensive 
infiltration in the lungs but with the physical examina- 
tion of the chest completely negative. Occasionally the 
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clinical history will be negative with definite findings of 
tuberculosis in the chest film, but these instances are 
rarely encountered. 


_E-21, M.M., F. (nurse), .o~? years old. Lesion 
picked up on routine chest films on leaving training 
school (graduation). Previous films always negative. 
Always good health. No complaints or symptoms. Sur- 
prised to hear of x-ray findings. Temperature, 99°. 
Sedimentation rate, 18 mm. in one hour. Physical ex- 
amination showed no abnormal physical findings. Lesion 
proved to be tuberculosis. Films showed an irregularly 
outlined exudative infiltration in the middle third of the 
right lung and increased prominence of the right root, 
particularly suggestive of a pneumonitis which proved 
to be tuberculosis. 

The failure of the physical examination of the chest 
to detect the presence of tuberculosis, even in advanced 
stages is not uncommon. Undoubtedly it has been the 
experience of all of us that a chest that gives no stetho- 
scopic findings can still be very extensively infiltrated 
with tuberculosis. It is this failure of the physical ex- 
amination that has lead to such joking statements as “I 
use the stethoscope merely to impress the patient rather 
than to rely on its detection of tuberculosis,” or as I 
heard a Detroit thoracic surgeon tell an assembled group 
of physicians, in effect, that if they would only throw 
away their stethoscopes rather than to rely on them to 
rule out tuberculosis, he would not be doing so many 
thoracoplastic operations for advanced tuberculosis. 
This failure of the physical examination to elicit signs of 
tuberculosis is a shortcoming of the method and not 
necessarily of the physician, because we have all seen 
physicians of unquestioned ability fail at times to pick 
up any physical findings in the chest in the presence of 
disease in the chest. This experience is not unusual in a 
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radiological department of any size and it forcibly 
teaches the lesson that tuberculosis is never ruled out 
of the chest simply because the physical examination is 
negative. 


A-85203, Mrs. B. C. N., fifty-four years old. Con- 
trolled diabetic, nine years, well until January, 1937, 
when she developed nonproductive cough, nervousness, 
night sweats, loss of weight. The diabetes became worse 
and she then was hospitalized. Routine chest x-ray film 
showed extensive bilateral tuberculosis. She was admit- 
ted to the Ancker Hospital pavilion. The chest was neg- 
ative on physical examination. Film at this time (10- 
4-37) showed extensive tuberculosis in upper two- 
thirds of both lungs with cavitation. 


A-22656, M.B., F, twenty years old. Always well. 
Kept company with a boy who died of tuberculosis in 
1931. Finished high school under observation. Man- 
toux became positive in 1932, and suggestive findings 
were present on the chest film, but no findings though 
important until June, 1934, when the right upper lobe 
lesion definitely increased and patient was hospitalized. 
Had no cough or sputum and felt well. Sedimentation 
rate, 57 mm, in one hour. On admission to Ancker pa- 
vilion (6-29-34) there were no abnormal physical find- 
ings. The chest films showed a right apical infiltration 
extending to the second anterior rib level, with a cavity 
present. 


A-123472, Mrs. R. J. D., twenty-four years old. Well 
until March, 1942, when she noticed a weight loss. 
Chill on 4-1-42, and then rapidly went down hill, losing 
30 pounds of weight ; many chills, drenching sweats, very 
weak, fever up to 105°. Sedimentation rate, 45 mm. in 
one hour. Died 6-15-42, of fulminating pulmonary tu- 
berculosis. There were no abnormal physical findings in 
the chest examination. The film on 5-18-42, showed an 
extensive bilateral generalized nodular coalescing exu- 
dative tuberculous infiltration. 


A-88559, Miss P. M. D., twenty-two years old, ste- 
nographer. Father a patient in Ancker Hospital pavil- 
ion. Patient had negative x-ray of chest in May, 1937. 
Developed a cold in November, 1937, which did not 
clear, and saw her physician, February 3, 1938. He 
found chest film and sputum positive for tuberculosis 
and had her admitted to Ancker Hospital. Admission 
film at Ancker Hospital showed extensive infiltration in 
the left lung root and a large cavity. At this time there 
were no abnormal physical findings in the chest. Im- 
proved with pneumothorax, but a check-up fluoroscopy 
for pneumothorax on 3-8-38 showed marked extension 
into the right lung, which was confirmed with chest 
film. The right lung showed. no abnormal physical 
findings. 


The cause of pulmonary hemorrhage can be as elu- 
sive as the cause of gastro-intestinal hemorrhage. Care- 
ful bronchoscopic and x-ray studies will frequently dis- 
close no explanation for the hemoptysis. In these in- 
stances it is well not to dismiss the search at the time 
of the hemorrhage but to reéxamine the patient from 
time to time to catch what is often a delayed appearance 
of a lesion. This alertness will frequently be rewarded 
by the finding of an early tuberculosis. 


A-5984, J. A. G., M, forty years old. Slight hemopty- 
sis in January, 1935. Chest film then was negative and 
no cause was found for the bleeding. A chronic alco- 
holic, he was seen in the dispensary, from time to time, 
for a cough and given cough mixture. Had chills and 
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fever, August 25, 1938, was admitted to Ancker Hospital 
and film of the chest showed advanced tuberculosis. The 
sputum was positive for tuberculosis. A chest film, 
(1-22-35) was negative. Chest film (8-27-38) showed ex- 
tensive infiltration in the left lung and moderately in the 
right lung, with cavities in the left upper lobe. 


A-18589, V. F. J., M., twenty-three years old. Fre- 
quent hemorrhages over a period of six years; coughed 
up one ounce of blood, 8-27-33. A chest film on 8-31-33, 
was negative. Infiltration appeared on film, 3-23-34. 
Course was benign and was quiescent, and dismissed on 
12-1-34. Was well when last seen, 8-18-37. Chest film, 
8-31-33, was negative except for small calcification in 
right apex. Chest film, 3-23-34, showed small area of 
infiltration in right upper lobe, suggesting tuberculosis. 


A-30578, A. B., M, twenty-one years old. Well until 
September, 1932, when he had sudden hemoptysis. 
Chest x-ray suggested tuberculosis, but it could not be 
proved. Returned to work in eight months. In Decem- 
ber, 1933, had pleuritic pain and hemoptysis and en- 
tered Ancker pavilion but again tuberculosis could not 
be proved. Mantoux was positive. Dismissed August, 
1934, as probably not tuberculosis but returned in Sep- 
tember of 1935 because of fatigue, weight loss and 
progression of lung infiltration. Sputum contained tu- 
bercle bacilli. Chest film, 2-7-34, showed considerable 
infiltration in the right upper and lower lobes and 
slightly in left upper lobe, suggestive of tuberculosis. 
Chest film, 9-19-35, showed extensive exudative infil- 
tration in the right upper lobe with cavitation and mod- 
erate left apical infiltration, suggestive of tuberculosis. 


In the directed or in the routine x-ray examination of 
the chest, pleural effusion on one side without any de- 
monstrable lung infiltration occasionally is demonstrated. 
A casual attitude by some clinicians to this finding is not 
infrequently noted by the radiologist, only to find that 
the same patient who was allowed to return to normal 
activity in two or three weeks, returns in six months or 
a year with definite pulmonary tuberculosis. He not 
only was not treated sufficiently for his pleurisy, but 
also was not followed after this treatment to be sure 
that a parenchymal lesion had not appeared. It is this 
type of experience that teaches us to be extremely con- 
cerned about pleurisy and makes us feel that it should 
be treated as continuously as: if a parenchymal lesion 
also were present at the same time. The failure to 
prove a tuberculous etiology for a unilateral pleural ef- 
fusion does not permit the assumption that the tuber- 
cle bacillus is not the cause. 


A-26335, R. K., F, seventeen years old. Admitted to 
Ancker Hospital, 12-1-33, with cough, fever, pain in the 
left chest. Chest film showed effusion in left pleural 
cavity. Mantoux test positive on 12-20-33. Discharged 
2-7-34, and was to be watched in outpatient department. 
Returned 8-5-35, with nodes in right side of neck going 
on to suppuration. X-ray treatment was given and 
nodes became normal in size. Returned 9-14-36, because 
chest film showed tuberculosis, not present before. 
Guinea pig showed tubercle bacillm Chest film, 12-16-33, 
showed extensive effusion in left pleural cavity. Chest 
film, 8-7-35, was negative. Chest film, 8-27-36, showed 
ers in left first interspace, suggestive of tuber- 
culosis. 


A-56008, M. C., M, fourteen years old. Had pleurisy 
with effusion, 10-28-38, being sick ten days before ad- 
mission to hospital and remained for two weeks. Fluid 
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had left and Mantoux test was negative. Discharged to 


‘ out-patient department, was followed one month and 


then dismissed by house doctor with advice to return if 
and when necessary. Stayed well up to November, 
1939, when he complained of pain in right chest. Man- 
toux now was positive and chest film showed infiltration 
in the left lung. Tubercle bacilli recovered from guinea 
pig. Chest film, 11-3-38, showed effusion on the right, 
and slight left apical infiltration. Chest film, 11-2-39, 
showed extensive exudative infiltration in the left upper 
lobe, suggesting tuberculosis. 


In the evaluation of chest films it is often a very great 
problem to differentiate a non-tuberculous bronchopneu- 
monia from the infiltration of tuberculosis. Also a pneu- 
monia that is resolving when first seen can have the 
identical appearance of tuberculosis. Tuberculosis not 
infrequently may be largely or entirely a basal lesion 
and will very closely simulate a patchy nontuberculous 
pneumonia. Cavitation in this type of lesion often is a 
clue to a tuberculous etiology. Innumerable experiences 
of this kind soon teach one that it is misleading to spe- 
cifically and definitely name the etiology of a chest le- 
sion from a film study. As has been stated before in 
this discussion, it is entirely possible for any lesion in 
the chest to simulate tuberculosis. Therefore, when 
reading a chest film, one is justified in simply suggesting 
the etiology as one of two or more possibilities in the 
differential diagnosis and indicating, when possible, the 
one that is most likely to be correct. Then, in consul- 
tation with the clinician, it may be possible to select the 
correct diagnosis. It is important that a clinician should 
not accept a suggested etiology as an unequivocal state- 
ment of fact or read that into it. The fallacy of making 
a dogmatic statement of etiology from a film study is 
easily illustrated. 


5943 (Midway Hospital) Miss E. P. (nurse), twenty- 
three years old. Became ill with fever and cough. Re- 
cent exacerbation of chronic paranasal sinusitis. Man- 
toux test negative. Raised no sputum. Chest film 
showed infiltration suggesting tuberculosis. The lung 
lesion cleared with subsidence of the sinusitis. The 
chest film showed a right apical infiltration extending 
to the second rib level, suggesting tuberculosis and 
questionable cavitation. 


26719 (Ancker Hospital) Mrs. R. E. A., thirty-seven 
years old. Delivered September, 1929. Asthma attack, 
November, 1929, and in hospital with fever but negative 
for tuberculosis. Readmitted, January 26, 1930, with 
productive cough, difficult breathing, weakness, loss of 
appetite. Worked for woman having tuberculosis (one 
year previously). Moderate coarse rales and wheezing 
entire chest, difficult expiration. Had no fever; sputum 
was negative for tuberculosis. Chest cleared promptly as 
a nontuberculous pneumonia. Chest film, 1-27-30, showed 
extensive patchy exudative infiltration in both upper 
lobes, possibly with cavitation and particularly suggestive 
of tuberculosis. A chest film, 2-7-30, showed this in- 
filtration absent. 


A-107573, O. L., M., fifty years old. A cook, quit 
work one year before. Collapsed on street and admitted 
to Ancker Hospital. A chest film, 1-29-40, showed ex- 
tensive patchy infiltration in the right base and mid- 
portion of left lung, suggesting pneumonia except cavi- 
tation in right base makes tuberculosis likely. Lesion 
was due to tuberculosis. 


NoveMBeER, 1949 


MINNESOTA ACADEMY OF MEDICINE 


A-39328, Mrs. W. M. C., thirty-seven years old. 
Cough through pregnancy. Delivered June, 1934. 
Nursed baby to 10-10-34. First x-ray of chest, 8-30-34, 
showed a left basal infiltration suggesting pneumonia. 
Mantoux became positive, 12-13-34. Sputum not positive 
until January, 1935. A second chest film, 12-7-34, 
showed left basal lesion still present with cavitation 
now seen. 


A-10843, C. N., M, seventy-five years old. Admitted 
to Ancker Hospital, 5-8-33, with productive cough, two 
years; dyspnea, five years; occasional blood streaking. 
Chest film, 5-8-33, showed infiltration suggesting pneu- 
monia right root and lower lobe. Sputum positive for 
tuberculosis, July, 1933. Lungs cleared almost com- 
pletely. Died in 1944 from carcinoma of the prostate, 
and autopsy showed active tuberculosis in right lung. 


26109 (Ancker Hospital). Mrs. M.S.G., seventy years 
old. Entered hospital, 12-4-29, with cough and weakness. 
Died, 12-6-29, from right heart failure. Autopsy showed 
extensive bronchiectasis and fibrosis in right lung, pus in 
left bronchi and right heart dilatation but no tuberculo- 
sis. Chest film, 12-5-29, showed extensive consolidating 
infiltration of entire right lung with cavities anr was 
suggestive of tuberculosis. 


Those of us who have the privilege of seeing the 
chest films of tuberculous patients over a long period 
of time have noted that in some instances the evidence 
of tuberculosis remains unchanged while the cough 
continues to be productive and unending. ‘he sputum 
and gastric specimens remain constantly negative for 
tubercle bacilli. Iodized oil injection in these patients 
will show, frequently, the presence of a nontuberculous 
bronchiectasis which is keeping up the cough after the 
tuberculosis has long since ceased to be active. This in- 
dicates that a cough in a tuberculosis patient does not 
necessarily mean activity and therefore activity should 
not be taken for granted. 


A-20126, J. K., M., twenty-seven years old. Came to 
Ancker Hospital in 1930, with hemoptysis, and diagno- 
sis of pulmonary tuberculosis was made but not con- 
firmed. Left hospital in three weeks against advice. 
Later entered state sanatorium for tuberculosis. Had 
hemoptysis again in 1933 with bilateral tuberculosis in- 
cluding a clinical picture and positive sputum. Sputum 
became negative in 1933, and remained so, but cough con- 
tinued. Iodized oil study showed bronchiectasis present. 
Chest film, 8-31-33, showed extensive tuberculosis in 
right upper lobe and minimal tuberculosis in left apex. 
Chest film, 6-11-35, showed hydropneumothorax on the 
right and negative right lung. Slight accentuation of 
basal lung markings on the left. Chest film, 7-20-35 
(bronchography) showed extensive left basal bronchi- 
ectasis. 


Frequently a radiologist is asked whether or not a 
given lesion of the lungs thought to be tuberculosis is 
active. It must be remembered that this type of evalua- 
tion cannot be made from a single film and often 
not from a series of films. If one has a series of con- 
secutive films to evaluate and they extend over a reason- 
able period of time, it often is possible to say that a 
tuberculosis is active. The sharply defined, discrete, ap- 
parently unchanging lesion, however small it may be, 
still has the possibility of being active. It follows, there- 
fore, that one cannot safely judge the activity status of 
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a lesion by what one sees on the film. That evaluation 
comes only by way of a thorough clinical study in 
which the x-ray examination is a very valuable aid. 

A-9806, J. M., M, fifty-four years old. Original chest 
film showed a slight, evidently old, tuberculous fibrosis 
which was associated with a slight cough but otherwise 
apparently was inactive. Returned in two years with 
advanced tuberculosis and a positive sputum. Cough 
for four months. Chest film, 5-22-33, showed old fibrotic 
infiltration in both lungs and appears inactive. Chest 
film, 3-7-35, showed extensive tuberculosis in both upper 
lobes. 


A-130469, Miss P. M., eighteen years old. December, 
1942, had positive Mantoux in school and routine chest 
film showed slight right apical infiltration. Nodes in 
neck enlarged in July, 1943. Chest film showed no 
change in October, 1943. Pus from node was positive 
for tuberculosis. Sputum became positive in December, 
1943. Chest film, 1-17-44, showed right apical lesion 
that appeared quiescent but is active tuberculosis. 


Pulmonary tuberculosis in the aged is often a very 
atypical disease, showing unusual distribution of the 
chest lesions or fairly typical lung lesions but associated 
with a clinical picture that is not that of the ordinary 
type of tuberculosis. There may be a delayed positive 
Mantoux test or absence of the tubercle bacillus from 
the sputum or gastric washings in the presence of ex- 
tensive pulmonary infiltrations. Case A-10843, described 
above, shows an atypical tuberculosis in a man seventy- 
five years old. The following cases also are variations 
in the old patients. 


A-105114, Mrs. H. F., eighty years old. Entered hospi- 
tal because of progressive weakness, epigastric pain and 
cough. Son died of tuberculosis one year before. Chest 
film, 10-6-39, showed a miliary infiltration in both lungs, 
including sharply defined and fuzzy lesions and a left 
pleural effusion and rather suggestive of metastatic ma- 
lignancy.- All laboratory tests for tuberculosis were 
negative. Died on 11-29-39, and autopsy showed gen- 
eralized miliary tuberculosis. The lung tubercles were 
both of chronic (sharply demarkated) and acute types 
accounting for the appeanance on the film. 


A-115445, M. G., M, aged eighty years old. Senile, 
emaciated, fell breaking humerus and admitted to 
Ancker Hospital, 2-5-41. Previous diagnosis of leukemia 
by own physician (ten months) but not confirmed in 
hospital. Sputum positive three days before he died 
on 3-28-41. Chest film, 2-11-41, showed patchy infiltra- 
tion throughout right jung and less in left upper lobe, 
suggesting a pneumonia. Autopsy showed generalized 
tuberculosis, including bones and bilaterally in the 
lungs. No cavitation. 


Summary 

1. Notwithstanding the great importance of the x-ray 
examination in the diagnosis of pulmonary tuberculosis, 
it cannot be expected to make an absolute diagnosis. 

2. Pulmonary tuberculosis should not be considered 
ruled out by a negative physical examination of the 
chest. 

3. Hemoptysis is often followed by a late-appearing 
tuberculous infiltration. 

4. Unilateral pleural effusion is often due to tuber- 
culosis and is frequently followed by a late infiltration. 
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5. There is no strictly characteristic pattern for a 
tuberculous infiltration seen on the x-ray film. 


6. A tuberculous infiltration should not be judged 
active or inactive from an x-ray film alone. 


7. Pulmonary tuberculosis in the aged often is atypi- 
cal and the diagnosis elusive. 


Discussion 

Dr. THoMAs J. KINSELLA, Minneapolis: I do not feel 
that Dr. Aurelius need make any excuses for this pre- 
sentation. It contains a lot of meat and many points 
often overlooked in our interpretation of some x-ray 
films and reports. The roentgenologist is frequently on 
the spot because some physicians wish him to make the 
diagnosis of activity or inactivity of tuberculosis. If he 
does so and is wrong, some one is seriously harmed. If 
he happens to be right, his reputation may be enhanced 
by making a shrewd guess. Tuberculosis is where you 
find it—in old people, in young people, on the medical 
services, especially in diabetics, on the surgical floors, 
and on the obsterical and gynecological services. The 
more one searches, the more one finds. 


One big mistake that is made in handling tuberculosis 
is in the patient with primary pleural effusion. If no 
other cause for the process can be found, the patient 
should be treated for an active, minimal tuberculosis by 
institutional care for several months; otherwise, many 
of these patients will break down with tuberculosis later 
on. Another big mistake that is now being made is in 
the indiscriminate use of streptomycin. The patient has 
an x-ray film made which is interpreted as showing 
tuberculosis. Without any further investigation or any 
other type of treatment, the patient is immediately 
placed on streptomycin therapy in the hope of obtaining 
a quick cure. This is not the miracle drug that the 
Readers Digest and other publications would have one 
believe. If it cannot be used intelligently, it should not 
be used at all. 


A general rule that upper lobe x-ray lesions should 
be considered tuberculous unless proved otherwise, and 
lower lobe lesions considered non-tuberculous unless 
proven to the contrary, is a good one; but all such lesions 
must be studied thoroughly in order to reach an ac- 
curate diagnosis. One or two negative sputum specimens, 
particularly as examined in the average hospital labora- 
tory, do not rule out tuberculosis. I have seen patients 
who have had forty to fifty negative sputum examina- 
tions and two or three negative cultures or guinea pig 
inoculations of sputum and yet had a lung which was 
riddled with tuberculosis. These patients are far more 
dangerous to our nurses than the cases which have al- 
ready been diagnosed. 


This has been an excellent presentation and I think it 
has been very timely. 


Dr. D. GretH GarpINER, Saint Paul (by invitation) : 
I have appreciated Dr. Aurelius’ presentation tonight 
particularly in view of the fact that I think many men 
here do not realize that Dr. Aurelius was a clinician 
first before he was an x-ray specialist and has seen 
tuberculosis as a clinician. He can interpret what he 
sees on the x-ray plate. I think over a period of twenty 
years we have had our conferences at Ancker Hospital 
every Friday morning on tuberculosis, and Dr. Aurelius 
has brought out the cream of the problems that confront 
us. I agree with Dr. Kinsella that pleural effusions 
have to be considered tuberculous until proven otherwise. 
There are two men on our staff at the present time who 
had massive effusions that were treated as tuberculous 
but never proven. Nothing active ever showed in either 
lung. They were treated for about one and a half years 
for tuberculosis. Dr. Kinsella did not touch on that, but 
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In Memoriam 





NORMAN SCHNEIDMAN 


The Minneapolis Society of Internal Medicine in its 
first year as an organization sadly must record the first 
death of one of its members. 


Norman Schneidman was born June 7, 1907, in the 
town of Meshbesh in the State of the Ukraine in Russia. 
He died in Minneapolis, September 6, 1949. Of his early 
life we know little. He emigrated to this country at the 
age of twelve. He was somewhat reticent about reveal- 
ing the experiences of this early period of his life. He 
entered the first grade at the age of twelve and in a 
few years’ time graduated from high school with the 
boys of his age. He entered the University of Minne- 
sota as a premedical student in 1926. He received the 
degree of M.B. in 1934 and that of M.D., after interning 
at the Minneapolis General Hospital for one year, in 
1935. His college and medical work as a student were 
always of the highest quality. This high quality was 
maintained in the face of desperate poverty at home. 
Norman had a lifelong ambition to be a physician. He 
achieved this ambition in the face of odds that would 
have felled a lesser man and prevented him from achiev- 
ing his goal. 

In 1933 he married Mildred Roberts. Dr. and Mrs. 
Schneidman had two daughters, Carole, born in 1941, 
and Barbara, born in 1944. 

After receiving his M.D. degree, he practiced in sev- 
eral small communities in Minnesota, including Pipestone 
and Kasson. He then spent one year on the White 
Earth Indian Reservation as a federal physician. He 
returned to Minneapolis in 1937 and served for a year 
as city physician in the Minneapolis General Hospital. 
He then opened his office for the practice of medicine 
with Dr. Ziskin with whom he was associated from 1938 
until 1941. He joined Dr. Moses Barron that year and 
entered the Navy in 1942. He served with distinction in 
the Southwest Pacific and was released from service in 
the summer of 1945. On his return to civilian life, he 
decided that he would specialize in the field of internal 
medicine. In his characteristic way he let nothing stand 
between him and his goal. Although he was older than 
most of his fellow residents, he took up a residency in 
the department of medicine in the Minneapolis Veterans 
Hospital. After serving twelve months and completing 
his requirements for the Board of Internal Medicine, he 
returned to private practice opening an office with Dr. 
Fingerman in the Physicians and Surgeons Building. He 
retained a service, however, at the Minneapolis Veterans 
Hospital, taking over a part of the chest work with Dr. 
Tucker. 

In February, 1949, he found himself to be suffering 
from angina. A coronary thrombosis was discovered 
during that month and because of the severity of the 
lesion and a bad family history, he was advised to dis- 
continue the private practice of medicine and to work 
part time or full time with the Veterans Administration. 
He continued to work at the Veterans Hospital following 
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his recovery from the coronary thrombosis. At about the 
time that he was ready to return to full duty at the 
Veterans Hospital he suffered his second and final attack. 

Dr. Schneidman was well known through his work 
at the University, at the Veterans Hospital, and through 
professional contact in downtown Minneapolis. His 
hospital affiliation in addition to the Veterans Hospital 
was the Asbury Hospital in Minneapolis. Dr. Schneid- 
man had been unable to attend any of the meetings of 
the Minneapolis Society of Internal Medicine, since his 
illness predated the first meeting of this organization. 
Nevertheless, he was keenly interested in the organiza- 
tion and its members and he will be remembered during 
our lifetimes as a good friend, a keen practitioner of 
medicine, and a fine gentleman. His loss is our loss. We 


mourn his passing. Reusen BerMan, M.D. 





Plans for the new maternity hospital El Hogar de la 
Madre in Lima, Peru, call for a unit for the care of a 
mother’s other children while she is in the hospital. This 
unit is to be called the Children’s Hotel. Here it is 
planned to provide in bright and airy quarters a nursery, 
kindergarten and hotel under the supervision of pediatri- 
cians, nutritionists and child training specialists. This is 
the first such children’s hotel planned in the Americas.— 
Briefs, October, 1949. 








AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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S. H. CAMP and COMPANY 


JACKSON, MICHIGAN 


World’s Largest Manufacturers 
of Scientific Supports 


Offices in New York ¢ Chicago 


Windsor, Ontario « London, England 
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IS A PROBLEM 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 


- patient tries to balance the 


load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
‘history among clinicians for 


their efficacy in supporting 


the pendulous abdomen. The 
highly specialized designsand 
the unique Camp system of 


-controlled adjustment help 


steady the pelvis and hold the 
viscera upward and backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 


structions. 
If you do not have a copy of 


the Camp ‘Reference Book 
for Physicians and Surgeons”’, 


it will be sent on request. . 
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THIS EMBLEM is displayed. only by reliable merchants _ 
in your community. Camp 
sold by door-to-door canvassers. Prices are based on 
| intrinsic value. Regular technical and ethical training of 
| Camp fitters insures precise and conscientious ‘attention 
, to your: ee s 











* Reports and Announcements +¢ 





THE UNIVERSITY MEDICAL SCHOOL SEMINARS 


The first of a series of state-wide seminars on heart 
disease, cancer, and psychosomatic medicine for pro- 
fessional groups has been successfully inaugurated at 
Bemidji. 

On September 27 the first of eight consecutive weekly 
classes was held for the physicians of the Bemidji area 
at the Bemidji Lutheran Hospital. The faculty of the 
University of Minnesota School of Medicine, augmented 
by eminent practicing specialists, have provided lecturers 
for the physicians’ meetings. 

Sponsored by the Minnesota State Medical Associa- 
tion, the University of Minnesota School of Medicine, and 
the Minnesota Department of Health, the Bemidji Sem- 
inar has been received with great enthusiasm by the 
physicians of the locality, and it is believed that this 
will be duplicated at other seminars throughout the state. 

Nurses of the Bemidji area have been utilizing the 
occasion of the physicians’ seminar to hold eight meetings 
of their own the same evening and hour. The nurses’ 
sessions are sponsored by the 11th District Nurses Asso- 
ciation, the University of Minnesota School of Nurs- 
ing, and the Minnesota Department of Health. Faculty 
members of the University of Minnesota School of Medi- 
cine and School of Nursing, provide speakers to address 
the group. Most of the nurses of the area are taking part 
in the meetings. 

On October 18 dentists of the area joined the other 
professional seminars for a series of three sessions 
devoted to cancer and heart as they affect dentistry. The 
dental meetings are sponsored by the Minnesota State 
Dental Association, the University of Minnesota School 
of Dentistry, and the Minnesota Department of Health. 


Minnesota’s second seminar was held at Fergus Falls, 
starting October 26. Physicians and nurses held separate 
meetings during the course. Dentists have tentatively 
scheduled three sessions, the first to be held the same 
evening as the physicians’ and nurses’ meetings. Addi- 
tional dental sessions will be added if sufficient interest 
is manifested. 


During the 1949-50 season these professional seminars, 
designed to disseminate postgraduate education through- 
out the state, are planned for nine Minnesota areas. As 
presently organized, the 1949-50 schedule marks the be- 
ginning of a continuous five-year educational program 
for professional groups. 


AMERICAN ACADEMY OF DERMATOLOGY 
AND SYPHILOLOGY 

The eighth annual meeting of the American Academy 
of Dermatology and Syphilology will be held in Chi- 
cago, December 3 through 8. Special courses in his- 
topathology and mycology will be presented at the 
medical schools of the University of Illinois and North- 
western University. Teaching clinics will be held at the 
University of Illinois College of Medicine in Chicago. 
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Other sessions will be conducted at the Palmer House. 


Dr. Earl D. Osborne, 71 North Street, Buffalo, New 
York, is secretary of the Academy. 


COUNCIL ON INDUSTRIAL HEALTH 
The Council on Industrial Health will hold its tenth 
annual Congress on Industrial Health at the Roosevelt 


Hotel in New York, New York, February 20 and 21, 
1950. 


NATIONAL CONFERENCE ON HEART DISEASE 

A National Conference on Cardiovascular Diseases 
will be held in Washington, D. C., January 18-20, 1950, 
under the joint sponsorship of the American Heart 
Association and the National Heart Institute of the U. S. 
Public Health Service. This will be the first national 
conference bringing together physicians, scientists, com- 
munity service leaders, and members of allied profes- 
sions to formulate a comprehensive program to combat 
the nation’s leading cause of death. 


Dr. H. M. Marvin, president of the American Heart 
Association, and Dr. C. J. Van Slyke, director of the 
National Heart Institute, will be co-chairmen of the 
Conference. 


The meeting will include representatitives in the fields 
of nursing, social work, hospital administration, rehabili- 
tation, public health and others concerned with various 
aspects of the heart disease control program. 

The American Heart Association was organized twenty- 
five years ago as a scientific body and was recently re- 
organized and expanded to become the only national 
voluntary health agency concerned exclusively with heart 
and circulatory disease. The National Heart Institute 
was created by Act of Congress in 1948 as one of the 
Public Health Service’s National Institutes of Health at 
Bethesda, Maryland. The Institute, besides conducting 
its own program of research, supports also both fellow- 
ships and research in medical schools, hospitals, and 
laboratories with funds appropriated by Congress. 


HENNEPIN COUNTY SOCIETY 

At the annual meeting of the Hennepin County Medical 
Society in Minneapolis on October 3, Dr. Robert F. Mc- 
Gandy was installed as president, replacing Dr. Edward 
D. Anderson, who became chairman of the board of 
directors. 

Other officers of the society include Dr. John H. Moe 
and Dr. Ernest R. Anderson; vice presidents; Dr. 
Charles A. Aling, secretary-treasurer, and Dr. Thomas 
Lowry, librarian. 


SOUTHERN MINNESOTA MEDICAL ASSOCIATION 

Dr. Warren E, Wilson, Northfield, was elected presi- 
dent of the Southern Minnesota Medical Association 
at its annual meeting in Red Wing on September 12. 


(Continued on Page 1142) 
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During Pregnancy eee 


VITAMIN REQUIREMENTS 
ARE INCREASED 


Vitamin deficiency may occur as a result of 
increased requirements during pregnancy, febrile 
conditions, hyperthyroidism, or other conditions 
in which the metabolism is greatly augmented. 

The vitamin deficiencies most commonly seen 
are those of the B complex. Since deficiency of 
only a single vitamin of this group rarely occurs, 
and since many of the metabolic functions of 


members of the vitamin B complex are closely 
related, best results are obtained in most cases 
by administering all of the B complex vitamins 
known to be of importance in human nutrition. 
This can be done most conveniently by prescrib- 
ing a sufficiently potent preparation containing 
these vitamins combined in properly balanced 
proportion. 
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REPORTS AND ANNOUNCEMENTS 


SOUTHERN MINNESOTA MEDICAL ASSOCIATION 
(Continued from Page 1140) 


He succeeds Dr. Lewis I. Younger, Winona, in the 
office. 

Other officers elected at the meeting are Dr. R. F. 
Hedin, Red Wing, first vice president, and Dr. W. A. 
Merritt, Rochester, secretary-treasurer. 


WABASHA COUNTY SOCIETY 

The eighty-first annual meeting of the Wabasha Coun- 
ty Medical Society was held at Plainview on October 6. 

Officers elected at the meeting include Dr. L. M. Ek- 
strand, Wabasha, president; Dr. William P. Gjerde, 
Lake City, vice president; Dr. W. F. Wilson, Lake 
City, secretary-treasurer, and Dr. B. A. Flesche, Lake 
City, assistant to the secretary. 

During a scientific session held in the evening, papers 
were presented by Dr. E. C. Bayley, Lake City; Dr. 
T. T. Myers, Rochester; Dr. B. A. Flesche,. Lake City, 
and Dr. R. A. Green, Minneapolis. 


WASHINGTON COUNTY SOCIETY 

Members of the Washington County Medical Society 
did not hold their regular monthly meeting in October, 
but instead they accepted an invitation from Dr. Karl 
H. P’fuetze, superintendent of the Mineral Springs San- 
atorium in Cannon Falls, to attend a dinner on October 
13. The other seven counties which send patients to the 
Mineral Springs Sanatorium were also represented by 


members of their county medical societies. About 100 
physicians attended the dinner and afterwards heard il- 
lustrated talks by specialists in tuberculosis. 





MINNESOTA ACADEMY OF MEDICINE 
(Continued from Page 1136) 


I am sure in my thoracoplasty work at Ancker Hospital 
I have refused to operate on the patient with positive 
gastric washes. 


Dr. H. L. Utricu, Minneapolis: I am a little aston- 
ished that the clinicians did not find evidence of paren- 
chymal inflammation in some of these cases presented to- 
night. We who studied medicine without the aid of the 
x-ray had to do it. Parenchymal lesions in the lungs 
can usually be picked up by looking at the neck. Pot- 
tenger called attention to the neurotrophic reflexes oc- 
curring in the neck when there was parenchymal in- 
flammation present. In the acute stage, there is in- 
creased muscle tonus on the side of the lesion; later on, 
chronic atrophy of the muscles previously stimulated 
occurs. We also used the malar flush on the side of the 
lesion as significant. My discussion is not intended to be 
derogative of x-ray chest examinations, but I think the 
clinical inspection of the patient’s neck will always tell 
us of pulmonary lesions. I think our dependence on 
x-ray has made us minimize or lose some of our skill 
in. seeing and feeling. 


The meeting was adjourned. 
A. E. Carnie, M.D., Secretary 
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THE 
MEDIGAL PROTEGTIVE COMPANY 


FORT: WAYNE.INDIANA 


MINNEAPOUS Office: Stanley J. Werner, Representative, 816 Medical Arts Building, Telephone Atlantic 5724 
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Outstanding Value... 





The Seal of Acceptance denotes that 
the nutritional statements made in 
this advertisement are acceptable to 
the Council on Foods and Nutrition 
of the American Medical Association. 
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Outstanding Nutritional Benefits 


Whether the pocketbook calls for economy or permits satisfaction 
of that urge for the fanciest cuts, meat gives your patients full 
value for their money. Every cut and kind of meat supplies, in 
abundance, these essential nutrients: 

1. Biologically complete protein... the kind which satisfies 
the requirements for growth and which is needed daily for 
tissue maintenance, antibody formation, hemoglobin syn- 
thesis, and good physical condition. 

2. The essential B complex vitamins, thiamine, riboflavin, and 
niacin. 

3. Essential minerals, including iron in particular. 

In addition to these tangible values, meat ranks exceptionally 
high not only in taste and palate appeal, but also in satiety value. 

The instinctive choice of meat as man’s favorite protein food 

has behind it sound nutritional justification.* 


*McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:897 (Apr. 2,) 1949 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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° Woman’s 


Auxiliary + 





AUXILIARY MAKES 
NEW APPOINTMENT 

Mrs. George L. Merkert of Minneapolis was named 
chairman of the Emergency Nursing Committee of the 
Woman’s Auxiliary to the Minnesota State Medical 
Association at the annual fall board meeting of the or- 
ganization September 23, at the Hotel Radisson. 

Mrs. H. E. Bakkila, president of the State Auxiliary, 
announced the appointment. 

Mrs. Bakkila also presented Mrs. Harold Wahlquist 
to the group. Mrs. Wahlquist, last year’s state auxiliary 
president, is the new first vice president of the national 
auxiliary, elected at Atlantic City, New Jersey, last June. 

The convention which gave Mrs. Wahlquist this im- 
portant post was reported in detail by Mrs. Bakkila, 
Minnesota’s delegate. 

The Auxiliary Board went on record as again endors- 
ing the cancer essay and poster contests throughout the 
state, giving to these projects the sum allocated in the 
Auxiliary’s budget for that purpose. 

In line with the Auxiliary’s public health education 
work, county presidents were urged to keep alerted to 
state medical legislation which may be in the formative 
stage now for introduction when the legislature meets 
again in 1951. Preparations were begun for the next 





state-wide public relations conference—the annual Work- 


shop. If the board’s tentative plan is followed, all 
Auxiliary chairmen will receive questionnaires concerning 
the time, place, program content and general procedure 
for next year’s session. 

The Board elected the following women to member- 
ship on the Nominating Committee: Mrs. Peter Rudie, 
chairman; Mrs. Melvin Henderson, Mrs. William Von 
der Weyer, Mrs. Virgil Schwartz, Mrs. Walter Benjamin. 
Mrs. M. I. Hauge and Mrs. G. M. Erskine were named 
alternates. 

* *k * 
“AUXILIARY NOT EXCUSE”: EDITOR 

“I know that the Auxiliary of the Minnesota State 
Medical Association is more than just a name; more than 
an excuse for women to get together at a bridge lunch- 
eon, a dinner dance, or a picnic with your husbands,” 
declared Max Ninman, editor of the Reedsburg (Wiscon- 
sin) Times-Press, when he addressed the second annual 
Woman’s Auxiliary Workshop September 22, at the 
Hotel Radisson. 

Mr. Ninman, past president of the Wisconsin Press 
Association, discussed “Community Responsibilities of 
the Doctor and His Wife,” following the banquet which 

(Continued on Page 1146) 
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A completely equipped sanitarium for the care of 


nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 


Medical Director 


Phone Winnetka 211 
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THIS BEAM 
OF LIGHT 


Shows What 
Rexair Can Do 











Next time you house-clean, pause a moment by a 
sunlit window. You will see thousands of dust 
motes floating in the beam. 


Light does not produce this dust. It is everywhere 
in the air you breathe. Conventional methods of 
cleaning often fail to eliminate it, by letting dust 
filter back into the air you breathe. 

Wouldn't you like to clean clean? Wouldn't you 
like to know that the dust you remove from floors, 
carpets and furniture is eliminated from your house 
forever? You can—with Rexair. 


Rexair has no bag. It uses a pan of water to trap 
dust and dirt. Wet dust cannot fly, and dust cannot 
escape from Rexair’s water bath. You pour the water 
down the drain, and pour the dirt away with it. 


REXAIR DIVISION, MARTIN-PARRY CORP. 
BOX 964, TOLEDO, OHIO, DEPT L-119 


FREE BOOK—Send for this 
colorful, illustrated 12-page 
book. Shows how Rexair 
does all your cleanin jobs, 
and even “washes” the air 
you breathe. Ask for all the 
copies you can use. No 
obligation. 





North Shore 
Health Resort 






Winnetka, Illinois 


on the Shores of 
Lake Michigan 








1909....1949 


Physiotherapy for the relief 
of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 


Tel. Shakopee 123 
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SHAKOPEE 
MINNESOTA 


Sens 


WOMAN’S AUXILIARY 





‘ACCIDENT ¢ HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


Att ALL 





COME FROM 








$5,000.00 accidental death........... . $8.00 

$25.00 weekly indemnity, accident Quarteriy 
and sickness 

$10,000.00 accidental death....... .... $16.00 

$50.00 weekly indemnity, accident Quarterly 


and sickness 


$15,000.00 accidental death............ $24.00 


$75.00 weekly indemnity, accident Quarterly 
and sickness 

$20,000.00 accidental death............ $32.00 

$100.00 weekly indemnity, accident Quarterly 


and sickness 
Cost has never exceeded amounts shown, 


ALSO nose el EXPENSE FOR jpuneeses 
WIVES AND CHILDRE 





85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $15,700,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 
400 First National Bank Blidg., Omaha 2, Nebr. 
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AUXILIARY NOT EXCUSE 
(Continued from Page 1144) 


concluded the all-day conference on public relations and 
health education. 


“Organizations must have a purpose rightfully to exist 
—to live, yes to be worthy of membership,” Mr. Ninman 
continued. “Your organization must be an active one 
with constructive goals—this second annual Workshop 
proves the point. You are here because you are deeply 
interested in the professions of your husbands, and to 
gain such information as might aid you in their relation- 
ship with the people of your communities.” 

Keynoting his discussion with “the more personal, 
intimate and neighborly aspects,” Mr. Ninman advised 
Auxiliary members to encourage their husbands to find 
interests—“community problems from the civic and 
governmental level.” 


“Take Active Part” 

Doctors’ wives, too, should interest themselves in com- 
munity affairs, Mr. Ninman believes. “You should, if you 
are not now doing so, take an active part in community 
affairs, and not necessarily in relation to health activities.” 

Mr. Ninman closed his address with the maxim: “Do 
good to your community, and your community will do 
good to you.” 

The Workshop began at 9 a.m. with registration. 
Mrs. H. E. Bakkila, Auxiliary president, opened the dis- 
cussion sessions with a welcome to those present. Said 
Mrs. Bakkila: “This second annual Workshop, sponsored 
by the Minnesota State Medical Association, is for the 
purpose of teaching us, as wives of physicians, how we 
can become more effective leaders in health in our state 
and better interpret health and health problems to our 
neighbors.” 

K. A. Kirkpatrick, of the Minnesota Farm Bureau, 
discussed the general threat of socialism in the United 
States'in an address titled “Socialism, USA,” and added 
comments on the rural health problems of this state. 


Health Departments Good 

“Setting up of county health departments, made pos- 
sible by an enabling act passed by the 1949 state legisla- 
ture, is a great step forward in the rural health pro- 
gram,” he said. 

Following Mr. Kirkpatrick, Dr. A. E. Cardle, chair- 
man of the MSMA Public Health Education Committee, 
discussed “Minnesota’s Public Health Education Pro- 
gram.” 

“In Minnesota we have finished with polite, academic 
discussions of compulsory health insurance,” Dr. Cardle 
told the Auxiliary. “As members of a free and respon- 
sible profession we have definitely assumed the offensive.” 


State Against CHI 
Calling attention to the progress made under this new 
policy, Dr. Cardle cited Minnesota Poll figures which 
indicate that Minnesotans in increasing numbers have 
“turned from this program (compulsory health insur- 
ance) to a renewed faith in their family doctors.” Poll 
statistics show that 55 per cent of Minnesota’s adult 


(Continued on Page 1156) 
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"Simplicity with Accuracy” 


JONES 


Waterless Motor Basal 
Metabolar 


Exclusive Features 


@ Economical — 7 cents per test 

@ Motor blower for easy breathing 

@ Alcohol checked to 99% accuracy 
@ Protractor eliminates technical errors 


@ Automatic slide rule calculation, 
no computation or mathematical errors 


@. Operative simplicity, accuracy checked by protractor 


Write for free descriptive booklet 537590 
C. F. ANDERSON CO., Inc. 


Surgical and Hospital Equipment 


901 MARQUETTE AVENUE MINNEAPOLIS 2, MINNESOTA J 


DIGILANID... _ 


crystalline complex 


of whole leaf 


The dependable action of the total glycosides of Digitalis lanata 
whole leaf is provided by DIGILANID®, crystalline complex 
of lanatosides A, B and C, in regulated percentages. 

Possessing the additional advantages of uniform potency, 
stability and virtual freedom from impurities, DIGILANID may 


be regarded as “crystalline whole leaf.” 


DIGILAN! 


Tablets + Liquid » Ampuls + Suppositories 
® 









GANDOZ 


eB! 
Originality « Elegance * Perfection 


al 
depe SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL WORKS, INC. 


NEW YORK 14, N.Y.eCHICAGO 6, ILL.eSAN FRANCISCO 8, CAL. 
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+ Of General Interest * 





Fifty-four years in office—fifty-three of them as secre- 
tary-treasurer and one as president of the Wabasha 
County Medical Society—is the record held by Dr. W. 
F. Wilson of Lake City. In 1896, Dr. Wilson was elected 
secretary-treasurer of the society for the first time. 
Since then, he has been re-elected to the post each year, 
with the exception of one year when he served as presi- 
dent. He began his fifty-fourth term as an officer on 
October 6, when he was re-elected secretary-treasurer at 
a meeting of the Wabasha County Medical Society in 
Plainview. 

* * * 

At a meeting of the Multiple Sclerosis Society in 
Duluth on September 13, Dr. Martin O. Wallace: pre- 
sented a talk on “Socialized Medicine.” The meeting was 
open to the public. 

Se 

Dr. Harry M. St. Cyr opened offices for the practice 
of medicine at 2203 West Broadway, Minneapolis, early 
in October. A graduate of the University of Minnesota 
Medical School, Dr. St. Cyr spent two years in the 
Army, serving most of the time in Munich, Germany. 
He recently completed some postgraduate training at 
Swedish Hospital, Minneapolis. 

* * * 

It was announced on September 15 that Dr. A. C. 
Martin, formerly of Harvey, Illinois, would begin prac- 
ticing medicine in Luverne as soon as office space became 
available. A graduate of the University of Illinois Medi- 
cal School, Dr. Martin served in the Navy for ten 
months before: starting his practice in Harvey, Illinois. 

* * * 

Dr. Paul L. Wermer has joined the staff of the AMA 
Council on Pharmacy and Chemistry as an assistant to 
Secretary Austin Smith. Dr. Wermer received a degree 
in pharmacy from Fordham University School of Phar- 
macy, took his premedical training at New York Univer- 
sity and received his medical degree from the University 
of Michigan. He has had considerable experience, includ- 
ing a two-year rotating internship, with nine months of 
specialization in obstetrics and gynecology, postgraduate 
work in gynecologic pathology and endocrinology, five 
years of medical practice with special attention to ob- 
stetrics and gynecology, five years of service during the 
war and three years with two-pharmaceutical houses. 

* * * 

Among Minnesota physicians attending a two-week 
course in psychosomatic medicine for general practi- 
tioners at the University of ‘Minnesota Center for Con- 
tinuation Study during the middle of September was 
Dr. Paul J. Person of the Medical Arts Clinic, Albert 
Lea. 

* * * 

At the annual meeting of the Minnesota Society of 
Internal Medicine in Saint Paul on October 17, Dr. F. 
H. K. Schaaf of Minneapolis was elected president of the 
organization. Dr. Alex E. Brown, Rochester, was elected 
vice president, and Dr. Robert L. Parker, Rochester, 
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was named secretary-treasurer. The spring meeting will 
be held in Duluth. 
* * * 

Dr. Donald M. Houston and Dr. George V. Kleifgen, 
both of Park Rapids, have dissolved their association in 
the practice of medicine, it was announced on September 
15. 

* * * 

A free tuberculosis clinic was conducted in South Saint 
Paul on September 26 by Dr. Karl H. Pfuetze, super- 
intendent of the Mineral Springs Sanatorium, Cannon 
Falls. 

* * * 

Cancer co-ordinators from all of the nation’s medical 
schools assembled at the University of Minnesota on 
October 21 and 22 for their second annual conference. 

Dr. Arnold J. Kremen, co-ordinator for the University 
of Minnesota Medical School, explained that the National 
Cancer Institute of the United States Public Health 
Service allocates $25,000 annually to each of the coun- 
try’s seventy-five medical schools, to be used in improving 
cancer teaching and clinical cancer research. In each of 
these medical schools, a cancer co-ordinator has been 
appointed to expedite the improvement of teaching and 
clinical research in the field of cancer. 

x * * 

During the middle of September, Dr. J. C. Murphy, 
formerly of Seattle, Washington, became associated in 
practice with Dr. Glenn E. Nelson in Fairfax. A gradu- 
ate of the New York Medical College,. Dr. Murphy 
has been affiliated with the Firland Sanitarium in Seattle 
for the past several years. 

* * * 

It was announced on September 15 that Dr. Leonard 
J. Prochaska of Baudette had purchased the practice of 
Dr. Richard W. Maertz in Goodhue and would begin 
practicing medicine there on October 15. 

* * * 

Principal speaker at a meeting of the Saint Paul Sur- 
gical Society in Saint Paul on September 28 was Sir 
James Learmonth, special surgeon to King George VI of 
Great Britain. Sir James received much of his medical 
training at Rochester. 

* * * 


Mrs. Ida Tunstead, the wife of Dr. Hugh J. Tunstead 
of Minneapolis, died on September 29 at the age of 
seventy-three. She was a past president of the Woman’s 


. Auxiliary to the Hennepin County Medical Society. 


* * * 

A continuation course in diseases of the chest was held 
at the University of Minnesota Center for Continuation 
Study October 20 through 22. The course, which was 
sponsored by the Minnesota Chapter of the American 
College of Chest Physicians, was directed at general 
practitioners. 

* * * 

Dr. Carleton S. Strathern, St. Peter, has been named 

president of the Nicollet County Health Association. His 


(Continued on Page 1150) 
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father, Dr. F. P. Strathern, who headed the county 
association for twenty-five years, resigned as president 
last December. 

* * * 

A $40,000 program to increase medical service in Min- 
neapolis was launched by the Hennepin County Medical 
Society on September 13. The program includes (1) 
the installation of a twenty-four hour, two-position 
switchboard at the society’s headquarters in the Medical 
Arts Building to help persons contact a physician im- 
mediately; (2) the establishment of a bureau of medical 
economics to aid in providing medical care to persons 
who deprive themselves of it for fear of incurring 
indebtedness; (3) expansion of the society’s medical 
library to almost double its present size; (4) complete 
remodeling of the executive offices. Since the expanded 
facilities will absorb the auditorium space in the Medical 
Arts Building, future society membership meetings will 
be held in the auditorium of the North American Life 
and Casualty Company. 

* * * 

Dr. A. J. Chesley, executive secretary of the Minne- 
sota Department of Health, spoke at a regional meeting 
of the Minnesota League of Municipalities in Walker on 
September 20. 

* of * 

At the fall meeting of the Tuberculosis and Health 
Association of St. Louis County, held at Chisholm on 
October 4, the principal speaker was Dr. E. L. Ross, 
Winnipeg, medical director of the Sanatorium Board of 
Manitoba. Dr. Ross spoke on “Changing Emphasis in 
Tuberculosis Control in Manitoba.” 

* * * 

Dr. Philip S. Hench and Dr. Edward C. Kendall, 
Mayo Clinic staff members who pioneered in the use of 
cortisone, received a 1949 Lasker award for administra- 
tive and scientific achievement—a $1,000 prize and a 
figure of “Winged Victory.” The award was presented 
at the annual meeting of the American Public Health 
Association, in New York on October 25. 

*x* * * 

After teaching at the University of Minnesota since 
1944, Dr. James F. Bosma left Minneapolis on September 
19 to become head of the pediatrics department at the 
University of Utah Medical School, Salt Lake City. A 
graduate of the University of Michigan Medical School 
in 1941, Dr. Bosma came to Minnesota from a post at 
Western Reserve University in Cleveland. 

* k * 

Dr. E. W. Arnold of Adrian spoke on a radio pro- 
gram entitled “Your Health Hour” which was broad- 
cast over a local radio station on September 18. He dis- 
cussed the county-wide immunization program. 

x *k * 

Dr. P. M. Mattill, assistant superintendent of the 
Glen Lake Sanatorium, will be in charge pending the 
choice of a successor to Dr. E. S. Mariette, it was 
announced on September 9. On the same day the sana- 
torium commission voted to start a nation-wide search for 
a successor to Dr. Mariette, whose resignation as super- 
intendent was to become effective on November 1. 
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A former resident of Kasson, Dr. Donald L. Augus- 
tine has been named professor of tropical medicine at 
Harvard University Medical School. Dr. Augustine has 
been a member of the Harvard faculty since 1924. 

* * * 

A banquet to honor Dr. John B. Clement for fifty 
years of service was held in Lester Prairie on October 
5. Planned by members of the Civic and Commerce 
Association and served by the American Legion Auxili- 
ary, the banquet gave residents of the community an 
opportunity to pay tribute to Dr. Clement, who has 
practiced uninterruptedly in Lester Prairie since October 
5, 1899. 





* * * 

At a symposium on brucellosis, held at Bethesda, 
Maryland, September 22 and 23, Dr. Wesley W. Spink, 
professor of medicine at the University of Minnesota 
Medical School, spoke on “Clinical Aspects of Brucel- 
losis in Man.” Dr. A. I. Braude, fellow in medicine at 
the University of Minnesota, spoke on “The Pathology 


and Pathogenesis of Brucellosis.” 
x * * 


After practicing for one year at Hay Springs, Nebras- 
ka, Dr. L. S. Winter left to begin a residency in surgery 
at the Minneapolis Veterans Hospital on October 1. 

*x* * * 

Dr. R. Norman Sather, formerly of Mora, has become 
associated in practice with his brothers, Dr. George 
Sather and Dr. Edgar Sather, in Fosston. A graduate 
of Rush Medical College in Chicago in 1937, Dr. R. 
Norman Sather interned at Ancker Hospital, Saint Paul, 
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then practiced in McIntosh for two years. He served 

in the Army from 1942 until 1946. During the past three 

years he was associated with Dr. P. C. Peterson in Mora. 
* * * 


One of the speakers at a meeting of public health 
nurses of District 5, Minnesota Department of Health, 
held at Worthington on September 21, was Dr. Roger 
P.. Hallin of Worthington. 

x x 


“Our Mental Health Problem,” was the subject dis- 
cussed by Governor Luther Youngdahl at a joint meet- 
ing of the American Academy of General Practice and 
the Ramsey County Medical Society in Saint Paul on 
September 26. Governor Youngdahl also spoke about 
problems in human resources at the state level of 
government. 

x * * 

A grant of $552,000 to the University of Minnesota 
for the study of cardiovascular diseases was announced 
on September 12. The grant is to be administered by 
the United States Public Health Service’s National 
Health Institute. 

Of the total grant, $485,000 will be used to add a 
fourth story for research to the Variety Club Heart 
Hospital and to provide increased research facilities in 
the proposed Mayo Memorial Medical Center. Amounts 
totaling $53,516 will go to seven University research 
men: Dr. Jerome T. Syverton, head of bacteriology; 
Dr. William G. Kubicek, Dr. Frederic J. Kottke, Dr. 
Richard L. Varco, Dr. Arthur Kirschbaum, Dr. E. T. 
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Bell, and Dr. Otto H. Schmitt, associate professor of 
biophysics. 
a 

A speech pointing out the numerous sad results that 
could be expected under a system of socialized medicine 
was delivered by Dr. Edwin J. Simons of Swanville at a 
meeting of the Brainerd Rotary Club on September 27. 

"ooo 

Among those in attendance at the second annual Sym- 
posium on Orthopedic Appliances at the Mellon Institute 
in Pittsburgh, held during the week of September 19, 
was Dr. William H. Bickel, Rochester. 

*x* * * 

Members of the Lions Club in Stillwater, on September 
13, heard a talk by Dr. Edwin J. Rose, general manager 
of the Minneapolis Veterans Hospital, who described the 
facilities and operations of the 1,052-bed institution. 

* * * 

Mrs. Viola Williams, the wife of Dr. M. R. Williams 
of Cannon Falls, died on September 11 at the age of 
forty-three. She had been ill for several weeks before 
her death. 

x * * 

A series of rural health clinics was recently completed 
in Goodhue County, offering rural residents the benefits 
of smallpox vaccination, immunization against diphtheria, 
and Mantoux tests. The series was the fourth since 1941 
and was under the direction of Leola Ellis, county nurse. 
Co-operating in the presentation of the clinics were the 
county medical society, the county public health asso- 
ciation, the Farm Bureau, rural schools, the medical 
society auxiliary, and the county extension service. 

* * * 

The association in practice of Dr. H. W. Hermann 
and Dr. J. J. Ahlfs of the Caledonia Clinic was an- 
nounced late in September. Dr. Hermann has been prac- 
ticing with Dr. Ahlfs in Caledonia for the past two years. 

* * * 

Thirty physicians from Bemidji and the surrounding 
area attended, on September 27, the first session of an 
eight-week medical seminar being held in Bemidji. At 
the first meeting Dr. George N. Aagaard, director of 
postgraduate education, University of Minnesota Medi- 
cal School, discussed hypertension; and Dr. R. L. 
Varco, associate professor of surgery at the University, 
spoke on cancer of the lungs. The seminar is sponsored 
by the University of Minnesota Medical School and the 


Minnesota State Medical Association. 
* * * 


At a meeting of mental health experts in Milwaukee 
on September 22 and 23, one of the principal speakers 
was Dr. Maurice N. Walsh of Rochester. The meeting 
was sponsored by the Wisconsin Society for Mental 
Health, with the assistance of the state mental health 
authority and the department of neuropsychiatry of the 
medical schools of Marquette University and the Univer- 
sity of Wisconsin. 

* * * 

Four physicians from Duluth and vicinity participated 
in the Mississippi Valley Conference on Tuberculosis 
combined with a session of the Mississippi Valley Tru- 
deau Society at St. Louis, Missouri, during the week of 
September 19. The four physicians were Dr. Reno W. 
Backus, associate medical director and director of mobile 
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surveys, Nopeming Sanatorium; Dr. G. A. Hedberg, 
Nopeming Sanatorium superintendent and medical di- 
rector; Dr. Mario Fischer, Duluth city health director, 
and Dr. B. J. Terrell, Nopeming Sanatorium staff phy- 
sician. 

oes 

Dr. Rudolph J. Wilkowske, Owatonna, was one of the 
Minnesota physicians attending a one-day meeting of the 
Northwestern Pediatric Society at Bayport on Sep- 
tember 30. 

* * * 

Keynote speaker on the mental health day program 
presented in Albert Lea on September 23 was Dr. 
Reynold A. Jensen, consulting psychiatrist for the State 
Department of Health, who told the audience that na- 
tional progress along mental health lines has not kept 
abreast the progress in physical health. Dr. Jensen 
pointed out that the need for mental health programs in 
the country is clearly indicated by the fact that 600,000 
hospital beds are occupied by persons with mental ill- 
ness—more beds than are occupied by persons suffering 
from all other medical conditions combined. The mental 
health day program was sponsored by the Freeborn 


County Public Health Nursing Auxiliary. 
x * * 


“Nutrition in General Health” was the title of a talk 
presented by Dr. Russell M. Wilder, Rochester, at a con- 
ference on dental health education on September 29 at 
the University of Minnesota. 

* * * 


The establishment of the James Hoffman Bentson Fund 
to provide a memorial for the late Dr. James H. Bentson 
at Mount Sinai Hospital, Minneapolis, was announced 


on September 26. Dr. Bentson, a fellow at the Mayo 
Clinic, died on June 28 in New York. His parents, 
Mr. and Mrs. Mort Bentson of Saint Paul, made an 
initial contribution of $5,000 to the fund. 

x * * 


Construction work on a new building, to house the 
Pine River Clinic, began in Pine River in late Septem- 
ber. The structure, which is being erected by Dr. Charles 
M. Zeigler and Dr. A. T. Rozycki, will contain a wait- 
ing room, emergency room, offices, and treatment and 
convalescent rooms. Dr. Zeigler and Dr. Rozycki hoped 
that the new clinic would be ready for occupancy by 
late December. 

x * * 

It was announced on September 22 that Dr. Martin 
Munson would begin practice in Barnum as soon as he 
could find suitable housing and a location for his office. 
A graduate of the University of Minnesota Medical 
School in 1946, Dr. Munson served his internship at St. 
Luke’s Hospital, Duluth. He then served in the Army 
for two: years. 

x * * 

As principal speaker at a meeting of the Kiwanis 
Club in Rochester on September 22, Dr. Frank H. 
Krusen, head of the section on physical medicine at the 
Mayo Clinic, discussed socialized medicine. 

* * * 

A three-day seminar on infantile paralysis, sponsored 
by the Sister Elizabeth Kenny Foundation, was held in 
Minneapolis on October 3, 4.and 5. At the opening ses- 
sion Sister Kenny explained her concept of infantile 
paralysis. Dr. C. W. Jungeblut, professor of bacteriology 
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at Columbia University College of Physicians and Sur- 
geons, discussed “Newer Knowledge on the Pathogenesis 
of Poliomyelitis.” Among the other speakers at the 
seminar were Dr. Miland E. Knapp, director of physical 
medicine in charge of treatment at the Kenny Institute; 
Dr. Harold S. Diehl, dean of the University of Minne- 
sota Medical School; Dr. Gaylord Anderson, director of 
the School of Public Health, University of Minnesota; 
Dr. Frederic J. Kottke, associate professor of physical 
medicine at the University, and Dr. Lewis Sher, Minne- 
apolis pediatrician. Treatment demonstrations were con- 
ducted at the Kenny Institute by Dr. Knapp. 
* * * 


Dr. L. H. Flancher, Des Moines, Iowa, former di- 
rector of Sand Beach Sanatorium at Lake Park, from 
1925 to 1941, will again become director of the institu- 
tion, it was announced on September 22. Dr. Flancher 
succeeds Dr. R. R. Hendrickson, who resigned recently 
to become superintendent of Sunnyrest Sanatorium at 
Crookston. Since leaying the Sand Beach Sanatorium 
post in 1941, Dr. Flancher has been head of the tuber- 
culosis department of the Iowa State Department of 
Health. 

* * * 

One of the speakers at a meeting of the executive com- 
mittee members and committee chairmen of the Nobles 
County Health Council in Worthington on September 
15 was Dr. B. O. Mork, Jr., acting director of Public 
Health District 5, who reviewed the growth and develop- 
ment of the council. 

* * * 

Two Minnesota physicians were honored at a meeting 
of the Minnesota Public Health Workers’ Association in 
Minneapolis on September 30. The group conferred 
honorary memberships on Dr. Walter J. Marcley, tuber- 
culosis consultant for the state health department, who 
opened the first state tuberculosis sanatorium in the 
United States in 1897 at Rutland, Massachusetts; and 
Dr. Ernest S. Mariette, who recently retired because of 
ill health after thirty-three years of service as super- 
intendent and medical director of Glen Lake Sanatorium. 


HOSPITAL NEWS 


It was announced in Crookston on September 16 that 
Dr. M. O. Oppegaard had been elected chairman of the 
Bethesda Hospital Campaign for funds to construct a 
new wing on the hospital. Mrs. C. L. Oppegaard, the 


wife of Dr. C. L. Oppegaard, and Mrs. C. M. Larson 
were named co-chairmen of the Crookston women’s divi- 
sion of the fund drive. 

* * * 


At the annual staff meeting of Northwestern Hos- 
pital, Minneapolis, on September 19, Dr. Erling W. 
Hansen was elected president to succeed Dr. R. S. 
Yivisaker. Dr. Claude J. Ehrenberg was elected vice 
president, and Dr. Albert T. Hays was re-elected secre- 
tary-treasurer. 

*x* * * 


The Cass Lake General Hospital, owned and operated 
by Dr. C. H. Coombs, closed its doors on September 15. 
Stating that the hospital has been operated for ten years 
without a profit, Dr. Coombs said that a point had been 
reached where the hospital could not be kept open with- 
out community assistance. Following his statement, a 
citizens committee met in Cass Lake and suggested that 
the village council appoint a group to investigate the 
problems of the hospital and plan a way for its reopening. 

x * x 

Dr. Charles Donaldson, Foley, was elected chief-of- 
staff of the Community Hospital at Princeton at a meet- 
ing held on September 19. Dr. Elton Clothier, Elk 
River, was re-elected vice chairman, and Dr. William 
McManus, Princeton, was re-elected secretary. 


BLUE CROSS-BLUE SHIELD NEWS 

Sixty-eight Minnesota doctors joined the Blue Shield 
Plan during September. There are 2,536 Minnesota 
doctors now participating in the plan. 

In all, 600 nonparticipating doctors were contacted by 
mail during September about enrolling with Blue Shield. 

All doctors are requested to submit their reports of 
services rendered to Blue Shield subscribers as promptly 
as possible. This will enable the Blue Shield office to 
make prompt payment and eliminate the confusion and 
misunderstanding caused by delay. 

The past few months have shown that Blue Shield has 
a plan that is operating smoothly and is benefitting both 
the patient and the doctor. Letters and calls have been 
coming in increasing numbers from subscribers and 
doctors’ offices throughout the state, expressing gratitude 
and appreciation for the Blue Shield contract and 
Blue Shield services. 

In view of earlier comment in this column, which 
called attention to the dissatisfaction apparent among a 
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small minority of the medical profession, these letters 
have been especially gratifying. The Blue Shield office is 
keenly aware of the doctors’ support and wishes to take 
this opportunity to express its sincere appreciation. 


Minnesota Blue Shield now covers 223,670 participant 
subscribers, and benefits to subscribers for the first eight 
months of this year total $676,694. 

Minnesota Blue Cross now covers 956,918 participant 
subscribers, and benefits to subscribers for the first 
eight months of this year total $5,531,984. 

In addition to the regular hospitalization experience 
during August, Minnesota Blue Cross processed 195 
cases providing 1,204 days of hospital care to subscribers 
of other Blue Cross Plans who were hospitalized in 
Minnesota Blue Cross hospitals under the reciprocity 
program. On the other hand, 131 Minnesota Blue Cross 
subscribers received 836 days of hospital care in other 
Blue Cross hospitals under the reciprocity program. 

This reciprocity arrangement, inaugurated May 1, this 
year, provides subscribers with much greater coverage 
than was formerly possible under the emergency care 
benefits provided in the Blue Cross contract. Under the 
reciprocity program, Minnesota subscribers who go to any 
co-operating Blue Cross hospital outside this state receive 
the contract benefits of the Blue Cross Plan in whose 
area they are hospitalized. Fifty-eight Blue Cross Plans 
are now participating in the reciprocity program, with 
over 3,400 member hospitals. 

According to the Blue Cross Commission, hospital 
care for members of the nonprofit Blue Cross Plans 
amounted to $161,572,811 during the first six months of 
1949. This represents 87.64 per cent of the total income 
of the 90 Blue Cross Plans—the largest percentage of 
income paid for members’ care during any previous six- 
month period. 

The Blue Cross Commission also announced the ap- 
proval of the Illinois State Department to inaugurate 

Blue Cross Health Service, Inc., for the purpose of 
assisting Blue Cross Plans in enrolling national organiza- 
tions having branch offices in various states. Minnesota 
Blue Cross has committed itself to this national enroll- 
ment agency. 

The Blue Shield Commission is proposing a national 
enrollment agency similar to the Blue Cross Health 
Service, Inc.; however, the Board of Directors of Min- 
nesota Medical Service, Inc., is not committing itself to 
this program until further study. 





There’s been a change in Minnesotans’ thinking about 
compulsory health insurance. So claims the Minnesota 
Poll. February 20, 1949, the Minnesota Poll results were 
headlined in The Minneapolis Tribune: “National Health 
Insurance Proposal Appeals to Many Adults in State.” 
The opening paragraph of the summary stated: “Presi- 
dent Truman’s proposal for government tax-supported 
national health insurance is favored by a majority of 
Minnesota residents, The Minneapolis Tribune’s Minne- 
sota Poll finds in a statewide survey. Almost two in 
every three adults in addition feel that such a program 
is needed.” By June 19, the poll takers found that 48 
per cent of the state’s adults preferred private health 
plans, as against 28 per cent who were still in favor of a 
government setup. The last poll taken—August 10— 
revealed 53 per cent of the people in this state were 
definitely against a government program for health care. 
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NATURAL" 
SPRING WATER 


GEneva 4351 
Naturally Mineralized, Naturally Healthful 





Good Uision Js Precious 
When your eyes need attention... 


Don’t just buy eye glasses, but eye care . 
Consult a reliable eye doctor and then... 


Let Us Design and Make Your Glasses 


Polly Kebl-Acborman 


Dispensing Opticians 


25 W. 6th St. St. Paul CE. 5767 











RADIUM RENTAL SERVICE 


2525 INGLEWOOD AVENUE 
MINNEAPOLIS 5, MINNESOTA 
TEL. ATLANTIC 5297 


Radium element prepared in 
type of applicator requested 


ORDER BY TELEPHONE OR MAIL 
PRICES ON REQUEST 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











MAY’S MANUAL OF THE DISEASES OF THE EYE. 20th 
Edition. Revised and edited by Charles A. Perera, M.D. 
Assistant Clinical Professor, College 4 Physicians and Sur- 
eons, Columbia University, New York; Associate Attending 
phthalmologist, Presbyterian Hospital, New York. 512 
pages. Illus. Price $5.00, cloth. Baltimore: Williams & 
Wilkins Company, 1949, 


HEARING TESTS AND HEARING INSTRUMENTS. Le- 
land A. Watson and Thomas Tolan, M.D. 597 pages. Illus. 
Price $7.00, cloth. Baltimore: Williams & Wilkins Co., 1949. 


LIFE AMONG THE DOCTORS. Paul de Kruif in collabora- 
tion with Rhea de Kruif. 470 pages. Price $4.75, cloth. New 
York; Harcourt, Brace and Co., 1949, 


SURGICAL AND MAXILLOFACIAL PROSTHESIS. Oscar 
Edward Beder. 51 pages. Illus. Price $3.00, paper cover. New 
York: King’s Crown Press, Columbia University, 1949. 


THE VALUE OF HORMONES IN GENERAL PRACTICE. 
William Norman Kemp, M.D., Vancouver, British Colum- 


bia. 115 pages. Price $3.00, paper cover, spiral binding. 

Minneapolis: Burgess Publishing Co., 1949. 

Hormones are frequently discussed and often prescribed 
by the physician regardless of the size of the type of 
his practice. This outline offers an easily read outline 
of the physiologic basis and therapeutic efficacy of the 
hormones. 


D. W. Hannon, M.D. 


“DEE” 
NASAL hnageiaemae PUMP 











Contact your wholesale druggist or 
write direct for information 
“DEE” MEDICAL SUPPLY COMPANY 
P.O, Box 501, St. Paul, Minn. 
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WOMAN'S AUXILIARY 
(Continued from Page 1146) 


population is against a government-controlled program 
of medical care. 


Miss Mary McGinn, director of the Women’s Division 
of Whitaker & Baxter, spoke of the national education 
campaign and outlined the issues involved: “Our liberty 
is gradually being whittled away. Socialized medicine 
would be only an opening wedge to state ownership of 
banks, utilities and business.” 


The afternoon program centered around a panel dis- 
cussion of public relations techniques. Participating 
were: Kenneth Wunsch, Northwestern National Life 
Insurance Company; P. Kenneth Peterson, Representa- 
tive, state legislature; Arleth Haeberle, Radio Station 
WTCN; Joseph West, General Mills; Edwin Lewis, 
University of Minnesota professor; Mrs. H. F. Wahl- 
quist, first vice president, Woman’s Auxiliary to the 
American Medical Association. 


CARE OF AGED AND INVALIDS 
SETS UP MEDICAL PROBLEMS 


The care of the aged and the chronic invalid will be 
an increasing problem. This, the American Medical As- 
sociation explains, is because the increased span of life, 
brought about by the decrease in infant mortality and 
decrease in mortality from infectious disease, has resulted 
in more people living to the age at which they are sub- 
ject to the degenerative diseases of middle and old age. 

“Since 1900 the population of the country has doubled, 
but the number of people over 64 has quadrupled,” ac- 
cording to the association. “Paradoxical as it may sound, 
the reason we have an increasing number of chronic in- 
valids is that these people have received good medical 
care in youth. 


“The American people need greater provision for the 
care of chronic illness, but the buildings required need 
not be on as expensive a scale as those necessary for the 
care of acute illness. 


“The American Medical Association, the American 
Public Health Association, the American Hospital Asso- 
ciation and the American Public Welfare Association 
have jointly created a Commission on Chronic IIIness. 
This commission hopes to stimulate the establishment of 
state programs.”—AMA News Feature. 
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THE GEIGER LABORATORIES 


Chateal Seaton for Physicians of the Upper Middle What 


Mailing tubes and price lists supplied upon request. 
MINNEAPOLIS 2 
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In Cheilitis trom LIPSTICK 


Intractable exfoliative lip dermatoses may often be traced to eosin 
lipstick dyes. Remove the offending irritants, and the symptoms 
often disappear. In lipstick hypersensitivity, prescribe AR-EX NON- 
PERMANENT LIPSTICK —so cosmetically desirable, yet free from all 
known irritants. Send for Free Formulary. 


AR-EX COSMETICS, INC. 





1036 W. VAN BUREN ST. CHICAGO 7, ILL 
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Classified Advertising 





Replies to advertisements with key numbers should be 
mailed m care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn. 


FOR RENT—Doctor’s suite, second floor, new building, 
excellent location. Share reception room with dentist. 
No other physician located in vicinity. Write Wm. L. 
Cochrane, 4054 41st Avenue South, Minneapolis, Tele- 
phone Parker 0822. 


WANTED—M._D. to become associated in clinic group in 
Western Minnesota city. Have local hospital and own 
clinic building. Opportunity for partnership eventual- 
ly. Salary open. Address E-169, care MINNESOTA 
MEDICINE. 


WANTED—Assistant in general practice including sur- 
gery. Partnership contemplated. Town of 2,500 in 
Southeastern Minnesota. Hospital facilities. Present 
associate specializing. Address E-172, care MINNESOTA 
MEDICINE. 


PHYSICIAN WANTED—Opportunity for general 
practitioner to join two physicians in town of 12,000 
in Southern Minnesota. Very good trade area with 
excellent future possible. Address E-173, care 
MINNESOTA MEDICINE. 


MODERN, SPACIOUS MEDICAL CLINIC nearing 
completion at Oklee, Minnesota. Excellent territory 
open for one or two doctors and dentist. Personal 
interview preferred, or write Joe Dufault, Secretary, 
Oklee Community Hospital Association, Oklee, Minne- 
sota. 


FOR SALE—Large general practice, with equipment, 
in desirable residential section of Minneapolis—38th 
Street and Nicollet Avenue. Young, well-trained phy- 
sician needed immediately. Permanent location. Ad- 
dress E-174, care MINNESOTA MEDICINE. 





*& %& PHYSICIANS AVAILABLE x 


Radiologist—has boards radiology, therapeutic roentgen- 
olo; y,, wants position Midwest with group clinic or as- 
sociation, 

Pathologist: wants association with established pathologist 
in Twin Cities. 

Surgeon—Board man specializing in general surgery, 
orthopedic, pediatrics proctology. 


* % POSITIONS AVAILABLE * x 


Several positions, locations, and associations available 
for Gen. Practitioners. 


THE MEDICAL PLACEMENT REGISTRY 
Campus Office 
629 Southeast Washington Ave., Minneapolis, Minnesota 
Telephone — GL 9223 
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wn Our Expanded 
Board of Jrustecs 


Harold M. Atkinson, Vice President, Harold, Inc. 

Edwin S. Elwell, Sr., President, Northland Milk & Ice Cream Company 
Ray C. Ewald, Ewald Brothers Sanitary Dairy 

Lawrence J. Finn, Credit Manager, The Cream of Wheat Corporation 
Melvin B. Hansen, Office, Minneapolis Metropolitan Company 

Mrs. Stanley V. Hodge 

Hon. Paul J. Jaroscak, Judge of Municipal Court, Minneapolis 

Paul C. Johnson, President, Minneapolis Park Board 

Guy W. LaLone, Vice President, The First National Bank of Minneapolis 
William M. Molan, President-Treasurer, Regan Brothers Company 

R. D. Onan, Secretary-Treasurer, D. W. Onan & Sons, Inc. 

Raymond T. Rascop, Administrator, Glenwood Hills Hospitals 

Joseph F. Ringland, President, Northwestern National Bank of Minneapolis 
Clarence G. Scherer, President, Scherer Brothers Lumber Company 

Frank J. Schiefelbein, Executive Vice President, Midwest Oil Company 
Howell P. E. Skoglund, President, North American Life & Casualty Co. 


Francis Van Konynenburg, Vice President-General Manager, Minnesota 
Broadcasting Corporation 


Hon. Thomas P. Welch, State Senator 


Glenwood Hills Hospitals 


3501 Golden Valley Road Minneapolis 22, Minnesota 


Offering a high standard of facilities for 25 years 
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